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QHAPTER I
INTRODUCTION .

To be connected to others, to belong,-to receive social
support when it is needed and to be able to give it in retum
is an important part of mental health...utilization of social

~and commmity support systems can provide for constructive
innovation.and systematic change in the méntal health system,

moving toward ‘a comprehensive human services system with a

holistic orientation that would remedy some of the defects of

our present fragmented and uncoordinated efforts. ' .

" --Task Panel on Community Support Systems - ,
/ - President's Commission on Mental Health, 1978.

These introductory remarks in the Report of the President's Task . |
Panel on Commmnity Support Syste reflect a new strategy being consid- a
ered by federal, state, and locgl governments to improve the quality of o
life in the United States. In this study I focus on the relationship
between éommunity support programs and the provision of mental health
services to urban Hispanic populations. More specifically, I am inter-
estéd in the impact of existing public policies and future policy op-
tions on the chronically mentally ill in Puerto Rican neighborhoods in
New York City.

There are several sources for the recent interest in the social and
commmnity support systems for the mehtally\ill‘ianispahic.neighborhoods.f

~Since the early 1960's federal and-state agencies have éctively prombted
deinstitutionalization, a mental health policy aimed at transfeyring the
greé%er part of care for the mentally ill.fgpm.largé, crowded state
hospitals to small-scale community settings. From the beginning, mental

health agencies have given priority to manageriallorgénizational and

1




fiscal issues. Also, during and sincc the 1960's, cthnic minority in-

terest groups have 1ncreuscd demands that public policies more ade-

quately meet the nccds of the populations they rcproscnt. Coalltions
of urban Hispanic groups arc now organizing mental hcalth programs for
their barrios (neighborhoods). Public sentiments .favor a new sensefof
commmity, the decentralization of an entirewrange of social welfare,
services, andvthe encourngemcnt of grass-roots organizations to meet

local demnnds Will the interests of federal and state mental health

agencies in conmunity mental health, Hispanic Amerlcan demands for men-

tal health programs and the return—to-communltles movement combine in.

a constructlve or confllctlve manner? In a five- step process of policy

- analysis, I address the ‘issues) of soc1al and commmity supports for the

chronically mentally i11 in Hispanic neighborhoods in New York City.
This policy analy51s process was developed by the Centex. for the Study

“of Families and Children at Vanderbllt University.

1. Def1n1t10n of the prdblem in 11ght of avallablé knowledge. This
X I

~ first step is a review and analy51s of what is currently known about the

problem. This rev1ew covers the maln issues in the delhvery of mental
health services to urban Hlspan}c pepulatlons. Demographlc and ep1dem1-
ologlcal studies outline the state of Hispanic mental health, w1th spe-
cial reference to New York City. A central issue concerns the under-

utilization of mental health services by Hispanic groups. A second main

issue is the dilemma of deinstitutionalization and the development of

commmity mental health centers (QMHC's).

" A review of the general pro-

cess of deinstitutionalization is necessary to understand ‘the current

structure of the community mental health movement. Third, the basic

} ]
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issue of the nature of commmity support systems is of central importance.
I use the concept of social notworks throughout t;he roview of the com-
mmity support systems literaturc. The social network perspective ties
together main cﬂlcmcn'ts of soclal supports--ncighborhéod or commmity, the
family and non-icinship networks (friends and neighbors, co-workesrs, etc.),

2. .Roview of existing policies. This step entails an analysis of

existing Qoli,bies relevant to social and commmity supports for the
chroni.call‘y}r'ncntally 111 in urban Hispanic populations. The review of
current poi‘icies includes federal legislation: the Community Mental
Health Cént\ers Act of 19'63‘and Ancndment of 1975; appropriante scctions
of Medicaic'l,‘ Medicare, Sﬁpplemcntary Security In.ous Program; and spe- o
cial programs in Vocational Rehabilitation, Departrent of Labor, Depart-
ment of Housing and Urban Dévelopmcnt, and others. Also, Judicial de-
cisions are briefly reviewed in terms of responsibility to use least

' ‘ha'rmful forms of care, right of non-dangerous indiviﬂunls to freedom,

~and r%ght to treatment in least restrictive alternatives.

Existing policies for community supports are sponsored by the

Nationall Institute of Mental Health (NIMH) Comﬁmity Suppert Program,
the State of New York plan for deinstitutimalization,\and ¢ New York
City Commmnity Support System: Pfogram. ‘Moreover, ‘current urban renewal
‘bblicies in inner city areas are important for the s\uccessful imple- |

' mentation .of social and community supports programs.

3, " Analysis of lmowledge and policy and the identification of

policy options. .A synthesis of the available knowledge and of existing

policies produces two outcomes: (a) a decision conceming the adequacy

| - 12
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. medlcal control Fundmg sources vary, for the m\)st part a] g fe deral

.- may' empha51ze out pat1ent care or generlc serV1ces 11ke:“hous1ng, Jobs,

of the knowledge base for pollcy formulatlon and (b) an 1dent1f1cat1on

of the most pos1t1ve pol1cy optlons for “the: prov1s1onﬂof~soc1a1 and com— A

munlty supports in’ H1span1c nelghborhoods I con51der three ma1n pollcy

opt ons. for soc1a1 and commmlty support prograns i (1} a managerlal— -

,f1scal model (2) a commun;Lty development model and (3) an ethnlc model

- Current pub11c p011c1es relat1ng to comrnlmlty support programs are
/

R

cons1dered accordlng to several cr1ter1a adm:mlstratlve control of pro-_f oy

grans " source of fundJ.ng, nature of serv1ces del:,vered forms of support :

$

and program spec1f1c1t>’ The adm1n1strat1ve control of programs ra1ses e
the 1ssue of local consumer control compared to \centrallzed profess1<::nalfi

state c1ty, and th1rd—party groups The nature of se{ ces de11vered

N

- and educatlonal opportun1t1es Pollc1es may focus ol support for- the

\

1nd1v1dual-, fam11y, ne1ghborhood,\or the ent1re network of soc1al re—

lat10nsh1ps n the1r spec1f1c1ty.\-‘ ~These 1nc1ude programs

Prograns also va

area-,

classes

4; The analysls of po-llcy optlons. I cons1der the most""“ romls:mg

hoods The1r relat1ve advantages and

terms of the follow:mg cr1ter1a economlc co"

—

pub11c acceptablllty, polltlcal feaslblllty,

and un:mtended consequences




S Implementatlon and evaldhtlon The f1na1 tash/of thls study‘ls

the development of a strategy for the 1mp1ementat10n and evaluatlon of

the preferred solutlon A we11 constructed program fbr the deve10pment o
Tl N _—

of soc1a1 and communlty supports for the chronlcally mentally 111 in

\.__.

'New York Clty s Plspanlc ne1ghborhoods fs of 11m1ted value lithout a
// o
plan for 1ts 1mp1ementitlon and . subsequent monltorlng of degree of suc- . .

- lcess. Moreover e%fectlve 1mp1ementat10n of communlty support programs
dependsfupon the ctlons of both\federal admlnlstratlon and local street—
(S 3

1eve1 de11ver1es of serv1ces These probiems are" dlscussed in terms of
N

[

N .
the 1mp1ementat10n of a soc1a1 communlty support program for the chronl—'

cally mentally 111 in H1span1c nelghborhoods 1n New York Clty Flnally,

\ -
I dlSCUSS the 1ssue of evaluation of social and commumity support pro- ,

e . i ] , ) ‘ " ) : \‘
grﬁmS - . . ' ! P i f . ) ) - \‘,l




N \\ - _. : o '\\'_'\ » -
N CHAPTPR I

"',’
/'

'CDMMUNITY SUPPORIS AND DEINSTITUTIONALIZATION:;.

_ IMFLICATIONS FOR URBAN HISPANIC MENTAL HEAEH{*
Characterlstlcs of Urban- H15pan1c Populatlons |
Accordmg to the latest nat10na1 U S. Census (1970), some 9 6

—

mllllon persons of Spanlsh or1g1n are 11V1ng in the Umted States By

! | 1975 the Current Populatlon Reports est1mated the number of H1Span1cs
/to be 11 mllllon Other ca1cu1atlons, mcludmg est1mates of lmdocu-k
o mented workers suggest that more than 23 mllllon Hlspanlcs—are/pre -v-~'
entlv lemg n the-Unlted_States /Tl’le’HlSpaIllC popul 1s the
fastest grow1ng ethn1c group J.n the- Unlted States/ Hlspanlcs w111 soon -
become the 1argest ethnic m1nor1ty (Mac1as 1977). \ | o
e _ *-The HlSpaIllc popu1at10n is unevenly distributed throughout the U.sS.
.About 59 are of Mexlcan origin and live in the five Westem States--'
Arlzona, a11fom1a Colorado New Mex1co and Texas Puerto Rlcans 11ve'
“mostly in the New York area and corrprlse 163 of the U S HlSpaIllc popu-
| lation. 'I'he rest of the Hlspanlcs include Cuban Amerlcans (69) Central |

and South Amerlcan (7/) and others (12 o) 'Ihese data from the 1975

~ N

Cur}'ent Populatlon Reports do not mclude the est1mated 7 mllllon undoc—
uménted H15pan1c 1nm1grants HlSpaIllc Amerlcans are essent1a1],?r urban

/ dwe11ers ~ Some 849 11ve m the metropolltan areas of Los Angeies New o

. / , b

/ York and Ch1cago (Pres1dent 5 Commlsslon on Mental Health 1978b 2) More-""u.?
/ N 'f_over 509 of the I~115pan1c famlles live in. the central c1ty area com- SRR ;511

/ o pared to 25% of the famllles in the general u.s. populatlon (U S Bureau

_ \of Census, 1976)



.,/ - H1span1c fam111es in the’ Unrted States are urban young,\and found

'iin-the poorest soc1oeconom1c groups In 1975 about 326 ‘of Puerto

‘Rican families were below the government poverty 11ne lower than a11
.other mlnorlty groups/an the U/S (see Table 1). Unemploymentrrates

- i 1976 were also the h1ghest of .any U. S ethnic group for males (169)

- and females (226) ‘ '

~ The 1argest pr0port10n of the Puerto Rican populat1on 11v1ng on the

:;::nmlniand\as located 1n New York City. In 1970 Puerto Rlcans made up

: u>10/ (811 843) of the tota1 New York C1ty popu1atlon ‘They: 1nc1ude about R
\ '

~two th1rds of the Hlspanlc p0pu1atlon in: New York Clty - The borough

w1th the h1ghest percentage of 1ts populatlon Puerto Rlcan, 1n 1970 was

-

‘v‘»the/BrOnx (39%). The Clty s other boroughs holdlng substantlal Puerto -
~};;R1can groups were Brooklyn (33 5) “and Manhattan (239) The Puerto Rican

1popu1at10n is relatlvely young compared to the rest of the populatlon ';f
ST

In 1970, only 3% of Puerto Ricans were over 65, compared to 12% for the /'
g

total population (Alers, 1978 2). These demographlc data suggest that

the Hlspanlc populatlon and -more. part1cu1ar1y, Puerto R1can fam111es

51n New York C1ty, compose a substant1a1 part of the Clty s, 1nhab1tants
and that the1r dlStlnCt characterlstlcs (age, 1ncome and occupatlon)/
represent needs for hea1th and welfare serv1ces d1fferent from\other/

ethnic groups ‘and from the tota1 populatlon. j'.t~,' - t O




Female-Headed Fam111es and Female ff

.

~ Source:

Table 1

Poyerty,Rates

n A
Raw Measure™

{3

1969 1975

"Amer Ind /Alask Nat. g s - -36. 26
" Blacks I - ) 330 28
Mexican Amerlcans - e / .28 24
. Japanese Americans | ' B C _ 12 7.
~ Chinese Americans - B RN .16 17
.- .. Filipino Americamns = Lo T . 19 .. 6
“:v Puerto Ricans -~ .. " . o Lo T - 28 - 32
i MaJOI‘lty L T S 13. 9 -

Unrelated 1nd1V1duals :

mrMMMkm‘ijTs“fd " 54 49
- ‘Blacks . - . IR LN 53 46 o
."Mex1can.Amer1cans _‘ . e ' ‘ 53 .46
. Japanese Americans = -, TR O 322
. Chinese. Americans - i v T e 29 197
Filipino Americans - =~ =~ . - , -39 +20.
.. Puerto Ricans - - . o S : _ ... 52 49
__ Majority.. . : R - .28 22

7,
4
! . . ’.\

a’Ihe percent of fam111es and unrelated 1nd1v1duals that are below the .
poverty 11re ) R S 1

Soc1a1 Indlcators of E uali fOrvMinoritieéﬂeﬁdeWomené-'
tates Corfuni ion on.Civil:




Because of the youth of the\Puerto Rlcan pop 1at10n the1r mortal-- .h' fi
ity rates are mudh lower compared’to the tota1 w?éte and non—wh1te_popu-~;v
1at10ns However, c1rrh051s of. the 11ver and hom1c1de have a greater

A_1nc1dence among Puerto Rlcans than the total populatlon CAlers, 1978 2)
- In fact, for 1970 hom1c1de and drug dependence accounted for 10 of a11
" deaths among Puerto Ricans born in New York City. Cons1der1ng causes of
. mort 11ty by age groups, death rates for Puerto Rican - ch11dren (under 15
years) ‘are 51gn1f1cant1y higher compared to the totai populatlon (79 5
to %5 5/100 000). . Mortality rates from acc1dents, 1nf1uenza and ;
vpneumonla and homicide' are doub1e the .rates found among ch11dren\1n the
tota1 populatlon (Alers, 1978:8). Withln ‘the adult populatlon_(ages 14- [:
44) death. rates are, also con51derab1y h1gher for Puerto Rlcans comparedi | ,
1v5to the tota1 populatlons (308 1>to 253 2/100 000) In thlS age group,‘m-a”igrv
| ;LZQhOmICIde, drug dependency, and c1rrh051s of the 11ver were the marn ,d"yi‘
’causes of the hlgher morta11ty rates Hom1c1de accounted for almost
;fl . .. 20% of the deaths 1n thlS age Category-—more than tw1ce the rate for the
. total New York City- populatlon from 1969 to 1971 (Alers, 1978 8) : @ .
general 1nd1cator of communlty health 1s the maternal mortallty rate Sl
The Puerto Rlcan-born maternal morta11ty rate for 1070 76 is’ greater _
llﬁfthan that for wh1tes but not as h1gh as for non-whltes (malnly b1acks)
;fHowever maternal morta11ty rates for Puerto Rlcans have been dec11n1ng \"
- rap1d1y since 1963 through 1976 narrOW1ng the dlfference W1th wh1tes
‘(Alers, 1978 13) Slmllarly, the gap between Puerto Rlcan and wh1te
'/Vlnfant morta11ty rates has also been decre351ng over the past 14 years |

(Alers, 1978 13) In short ; the phy51ca1 health of Puerto Rlcans in

New York C1ty for some age categor1es is poorer than the health of the o

rest of the p0pu1at10n. Lo E ‘ '; a :'a - v'f< t’- - TV‘ggL




S I \bntal Health Serv1ces

,//' The 11terature 1nd1cates that Hlspanlc p0pulat1ons underut1l1ze

mental health»se 5ces even though they aré in greater need of these

services than the tal populatlon (Padllla et.al., 1975) Ear11er o

studies suggested that’ H1span1c populatlons in general experlence lower

frequenc1es and severity of mental 1llness (Jaco, 960 Madsen, 1964)

S :

Certain aspects of }1span1c culture -were said to protect 1ts memhers
.aga1nst mental d1sorders / Tradltlonal fanuly organlzatlon was fhou ht
! KA.

to provide soc1a1 supports to prevent mental breakdowns. Yec th E \g.;;j 5

i .

L arguments that HlSpanlc famll1es are better prepared to tolerate,stress N

“Aand require fewer. formal mental health serv1ces were not fully ,upported

7
I3
-
.

| by emp1r1cal evidenc

e
Ethnlc and class/dlfferences make 1t d1ff1cu1t to?”‘asure the. 1nc1-}pj:»hd

dence of mental il ess in Puerto Rlcan p0pulat10ns."D :renwend's study |

'

'(1966) 1n New York_Clty showed that compared to! other subgroUps Puerto

fgréatér’degree Qf“seVéfity_ff”"

fconcernlng these f1nd1ngs Are Puert ;

o th1s ethnlc d1£ferente Indlcates mor
n1n modes of expre551ng distress -ths about - dlfferences in
lying psychological- dlsorder.. We orced to”oonclude
consistently high rates of synptoms among ‘Puerto Rlcans

. - measures we used could not validly be: 1nterpreted
K:; : ,hlgher rates of psychologlcal dlsorder




Data from the New York C1ty Deqp’artn‘ent of Mental Health Mental
Retardat1on and Alcohol1sm Serv1ces show that total admlsslon rates

\
per 100 000 populatlon to conmnm1ty mental health and mental retar-

datlon facilities for Puerto Rlcans and blacks were about tw1ce that
for the white. populat1on in 1978 (Alers, 1978 16)

However, 1t is
difficult to 1nterpret high admlsslon for treatment rates as _the sole
‘def1n1t1on of d1sorder

/
Treatment rates are known to vary with the

'wa11ab111ty of these fac1l1t1,es and with att1tudes toward the use of
- publit facilities.

Moreover, Alers (1978 16), m reportmg these -
f1nd1ngs, admitted that the d1fferences were hiased s1nce blacks and

H1spanlcs made greater use of commtm1ty mental health centers. wh1le

h1gher income whites were more likely to use the: ‘private sector’ fac11-
. ities. . o

t
/ P . S - .

The assumed h1°h 1nc1dence of mental 111ness 11. Hlspanlc populatlons
A

is based in large part on the f1nd1ngs for a general non-Hlspanlc pop-

ulation’ of a negat1ve relat1onsh1p between socloeconomlc status and/ men- 5
tal 1llness (Srole et al ,‘1962} Dohrenwend and T)ohrenwend l969 165) |
However the inverse relatlonsh1p is spec1f1c to certa1n mental 1llnesses
(bra1n and sdnzophrema d1sorders) but not to others (neurosesjand
_manic depress1on) (Rush1ng G Ortega, 1979)

It 1s unclear whether there
is an 1nverse relat1onsh1p between soc1,oeconom1c status and personal11y
'sorder

Rushlng & Ortega (1979 1190) developed a soc10med1cal model

ot account for h1gher mcldence of bra1n d1sorder and sch17/ophren1a in-
1 -1ncome populatlons 'I'hey argue that el

lower status 1nd1v1duals may be more apt to be exposed to et1o
logical factors (e.g:: infectious disease) of both disorders. -

econd;, socioeconomic ‘factors may mediate the effect: of biolo-
g1ca1 factors (e.g. 1nfect10us d1seases neurolog1cal def1c1ts)

”!20*
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. Many of the factors assoc1ated w1th brain and schlzophrenla .
disorders may be wodified by approprlate health-relevant .
- attitudes and behavjor (e.g. prevent1ve care) and medical
attentlon which may vary by soc1oeconom1c status ' 7
However there is 11ttle emp1r1ca1 ev1dence that lower status 1nd1—
v1duals are troubled by more s1tuatlonally 1nduced stress compared to h1gh- »ZQ:
er soc1oeconom1c groups (Dohrenwend and Dohrenwend 1973) Although there ,bl i
is: eV1dence to show a relat1o7sh1p between 11fe event changes and the onset :
!yof schlzophrenla (Rogler and/Holllngshead 1965 Myers et al., 1974, 1975),
upport for the: stress argument is less conv1nc1ng Gﬂechanlc, 1972) Uslng
beecologlcal aggregate da;a analysls Brenner (1973) shows' that economically
‘V1nduced stress influences psychologlcal dlsorders Although Brenner s
- study d1d not use a measure of soc1oeconom1c status, it ver1f1ed the 1mpact
| of economic - change oOr unemployment on psychologlcal dlsorders
In all the 1nd1ngs support the argument that certa1n nwntal dlSOT- '
'"fgders are 1nversely related to soc1oeconom1c status We should expect
’ibfgreater need for serv:ccs related to schLzophrenla and bra1n dlsorder among ,
low-income Ilspanlc populatlons Aler s review of the poor publlc health
condltlons of Puerto R1cans supports th1s view! However, f1nd1ngs of h1gher ~
1nc1dence of other psychologlcal dlsorders in Hlspanlc populatlons uslng
' standard 1nd1ces (1 €., the M1dtown scale) are’ confounded by cultural blases
/ As rec1p1ents of mental health serv1ces H1span1cs are: s1gn1f1cantly -
derrepresented (Presldent s Commlslon of ; Mental Health 1978b 3) “For e;ample\
//Abad et al., (1974) found that adm1551ons and readm1sslons of Puerto Ricans .
“///”_, t1mes lower than blacks of a comparably low soc1oeconom1c status. - In a_

S

’/. . . ~
; .

to the Connectlcut Mental Health Center from 1971 to 1972 were over ‘three ;fi,a




Callfornla study, Karno and Edgerton est1mated that although Ch1canos
v'const1tuted ten percent of the populatlon in 1963, they represented only
_3 percent of the c11ents of mental ‘health fac111t1es (Padllla et al.
1975)7 In general the existing case studies agree that Puerto Rlcans
and other Hispanic groups underutlllze mental health services. -

The H1span1c mental health 11terature (Padilla et al 19755
Presldent's Commlsslon.on Mental Health 1978b) f1nds that 1nst1tutlonal p011-
cies and organlzatlonal problems are primarily resp0n51ble for the low
utlllzatlon patterns of mental health fac111t1es\by H1span1cs 'Lan—_
guage barriers ex1st in OMHC's since few professional mental health staff )

members are bilingual. Hlspanlcs are underrepresented at all levels of

uprofess1onal employment--psydhlatry, psydhology, nsychlatrlc nurs1ng,

'.and soc1al work (Presldent's Comm1ss1on on Mental Health 1978b 5) On the
:other hand, Puerto Rlcans and.blacks are. overrepresented.w1th1n the lower
'skllled health JObS (Alers 1978) . Moreover class and culture bound

values 11m1t the usefulness of mental health fac1l1t1es for low -income -

Hispanic clients. ,Theraplsts are found to'conduct treatment accordlng
f.to middlchlass values Lorion (19”4)'suééests that,"Psychiatrists'refqr

.ot therapy persons most llke themselves " . Karno (1966) found'that in |

“(the Los Angeles General Hospital Outpatlent Clinic, Mex1can Amer1cans
iaccepted for treatment recelve less and shorter psychotherapv than non-

o ethnlcs of the same class.

Puerto Rlcans have other means for dea11ng w1th health problems

- Espiritismo and santeria are folk health systems that provide alternatlve

'land/or complementary services to Hlspanlc populatlons in the treatment/
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of- physlcal and mental difficulties. ‘Espiritismo represents-the tradi-
t10na1 hea11ng practices among Puerto Ricans Wthh embodies the be11efs

.~ P

. of Alan Kardec a 19th. century Mesmerist and engineer. Santer1a is an
'Afro American Syncretlc cult with an African world view dlfferent from
s21r1t1smo (Garr1son, 1977b) Surveys of Puerto Rlcans in San Juan
" and in New York show that between 33 and 90% respectlvely, of these
populations seek the asslstance of sp1r1tlst_hea1ers at some pOlnt in
their lives (Thomas. § Garrison, 1975:281). Accounts of spiritismo
in New York C1ty show that s a form of folk psychlatry, it reta1ns l
“its ut111ty for a substant1a1 part of the Hlspanlc communlty (Garrlson,
'1977a, 1977, and 1979a, 1979b ‘Hatwood, 197%; Koss 1977):-
- In summary, there is not suff1C1ent ev1dence to show whether Puerto .‘_'1
~ Ricans, and Hlspanlcs in general experience hlgher rates of psychologlcal
_.~5\\. dlsorder than other m1nor1t1es or the general populatlon., Mbreover 1t
| is d1ff1cu1t to separate the 1ndependent effects of ethn1c1ty and social |
_class on the 1nc1dence of mental illness (Pabkln and Struenlng, 1976)*“""* -
Certalnly, the underutlllzatlon of existing commumity mental health ser-
vices by Puerto Rlcans and other poor minorities strongly suggests that
.non-tradltlonal mental health programs are needed. One major policy

“optiony soc1a1 and. communlty supports, is the top1c of thlS monograph S

- The D11e f of Delnstltutlonallzatlon~—~ R ' /

. and Commuhlty Hental Health Centers T e
By .1955, the number of persons 1n pub11c mental hospitals, peaked at |
559,000 TWenty years later a census of re51dent patients in state men-
tal hOSpltals shows a reduction of 65 percent to a populatlon of 703,000

- 1nd1v1dua1s (Bassuk & Gerson, 1978: 45) New York's state mental 1nst1-

23
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tutions declined from a populatlon of 107, 000 in 1967 to 45 000 in 197o//

-(NYC DMH, 1978d.1)._ In 1963, the federal government began 1ts program of .

deinstitutionalizatlon with thellntentlons of:

(1) preventlng both umnecesaary admission to and retention-in
institutions;

(2) -finding and developlng approprlate alternatlves in the commun-
ity for housing, treatment, training, educatioh and rehabili-
tation of mentally d1sab1ed who do not need to-be in institutions;

. and =

(3) improving conditions, care and. treatment of those who do need

1nst1tutlona1 care. (GAO, 1977:1). :

- The deinstltutlonallzatlon process- is based, in part, on the principle

that "mentally disabled persons are entitled to live in the least restric- .

.tivedenvironment necessary and.to lead their lives as normally and

,independently as they can" (GrO, 1977:1). Moreover, it was hoped that

" see’ Bassuk § Gerson (1978),

‘the Commnity Mental Health Certers Act%7

the de1nst1tut10na11’atlon program would also be 1ess expenslve to operate

and more effectlve in treating mental illnesses.

With the sharp decline in the resident population in state mental
hospital the process of deinstltutionalizatlon has created considerable
d1scontent among mental health professlonals menta pat1ents and their
fam111es and the comunities where the fonmer pat nts are placed.*

Federal efforts to 1mp1ement plans for deinstituti nallzatlon centered on-

1963. Th1s leglslatron intended

to establish 1,500 commmity mental hea}th centers by 1980 In 1978,

“only 650 CN&KPs were functlonlng (Pre dent#sﬂéommlsslon on Mental Health,

1978b, viii). The dlverslon“of‘fUnds away from the field of mental health

Y hJ
[ !

off (1975), Brandon (1977), P. Brown

- *For, an account of the problems;encountered bygﬂeinstitutionaiization,
)

(1978), Brown § Goldstein (19 8) Cameron (197

y Chu § Trotter (1971), .
Roman & Trice (1974), Rumer ( 978)

/:
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due to the War ianiémam and 61;gan_izationa1 difficulties siowed the op-

timistic proje'ctioné for the dEVelop,ment of the QMHC's.
Corrmilinity mental. health: centers. are experiencing difficulty bro-
v ' ' ’ : : \

viding séfviées‘-for the residents of their catchment areas and reinte-
| grating folmiér mental patient—s' into conniﬁnities.* Althoﬁgh the .rési:*
deritvapuliation_ in state hospitals was declining, admissions increased
from 178,000 in 1955 to 390,000 in 1972, declining o’ 375,000 by 1974,
i (Bassvk & Gerson,;1978:49).. This tren]d reflects qnew sftrategy' of .-
| short-term hospitalization. ‘However, a .growing percentﬁg:e; of admiﬁéion_s_
were readmissions--64 pérceﬁt in 1972.  About one-haif of thg releas.e!d'-"
inpatients were readmitted withinv a year of their discharge (\1355141( & -
Gérsnop, 1978:49). ~ Arnoff (1‘975::'1.I27_7) , one of the harsher'criti_cs, con-'
\ '.-'rfc_iluded»‘that:v “ e . L , _ ,~ S

1 ",..

a compelling body of systematic evidence now exists to suggest
not only that theiactual cost benefits of commmity treatment
(using costs in 1its broadest social sense) are far less than its
advocates proclaim, but that the consequcices of indiscriminate
commmity treatment may often have profound iatrogenic effects;
in short, we may be producing more psychological and social dis-
turbances than we correct. .

 The commmity mé;ital health centers are being criticized for not
achieving their goals.. Xirk and Therrien (1975) concluded that OMC's
“have not a%ﬁconplished four mai'n goals: | (1) to rehabilitaté former
I;atients; (2) to‘enhance continuity of care; (3) to save money;
(4) to reintegrateft}'le ﬁ\éntélly i1l into society. A main criticism-by

~mental health professionals is that the community mental health

*Explanations of these difficulties are diverse. They include the fol-
lowing: lack of funding, organizational problems linking the state
hospitals to QHC's failure to develop commmity services, barriers of
professions, and the very nature of capitalist society's medical-indus-
trial complex (B. Brown & Goldstein, 1978; P. Brown, 1978).
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ubvement has failed to improve significantly the welfare of the scverely
| mentally ill (Armoff, 1975; Kixk and Therrien, 1975; Reich and Siegal, 1973).
There is a need to provide a wide range of soeial'and community~suuports for
:former patlents who are better but;;not: well (Klerman, 1977),

N :{. ERYN
In a review of propr1etary exten&ea care fac111t1es for the chronically

mentally 111 Kohen and- Paul (1976 .576) dlscovered that:
abnress1ve placement ofﬁlong-stay mental patients in fac111t1es,
for example, foster homes, nursing homes, sheltered-care homes,
etc., accounts for nearly all of the reduction in the chronic
populat1on of public hospitals over the past 15 years.
Some of the surveys mcntloned concluded that these extended-care facilities
had not 1mproved the rehab111tat1on programs for the well- be1ng of the
chronicuily ill mcntal pat1ents Recently, a U.S. Senate Sub-committec

" Repor: :ondemned conditions in propriety nursing and boarding homes because

of * nerous incidents of serious neglect and abuse (U.S. Senate, Speiéial

CommltLee on Aging, Subcommlttee on Long-Term Care, 1976). Often the chruni-*

cally i1l individuals living in "community" homes are socially excluded
from active social participation by strateg1es that encourage doc111ty
(drugs and the caretaker's economic incentivcs to malnta1n a stable res1deut
".population) and isolation (zoning laws and local municipal regulatiohe that
fbster ghetto1zat10n) (Aviram and Segal 1973)

Desp1te the decrease in resident poﬁulat1ons in pub11c mental 1nst1tu-
t1ons _many persons who could be treated in commun1t1es still enter or re-
main in these institutions. New York' "level of care survey," developed
by Arthur Amold .in 1975, shows that about 28 percent of the mentally

111 in state hosp1tals do not need to be there. Some lojpercent

-

i
1




cou1d be cared for adequately in nursing homes while 17 percent“are capable
of l1v1ng 1ndependent1y or in sheltered s1tuat1ons (NYSDMH 1978) A study
by the State: Department of, antal Health Massachusetts in 1973 1nd1cated that

|
between 50 and,75~percent of the admissions to state mental hosp1tals cou1d

T

“have been avo1ded with the existence of adequate communlty serV1ces--hou51ng,.
soc1al supports educat1ona1 pr0grams etc. <(GAO, 1977 21) .A HEW.. study of
1 800 pat1ents .in Texas mental institutions concluded that only 35.5 percent
needed cont1nued psych1atr1c care and’ the other 65 5 percent could have been
placed in sheltered homes or 1ndependently in the commun1ty A GAO study
(1977 19) concluded that the pr1mary reason for pat1ents rema1n1ng in the
state hosp1tals was the lack of communlty facilities and serv1ces or the lack
,lof access to - them. | |

At the state and local levels of government communlty services

i compete for funds W1th the trad1t1onal state hoSp1tal system Between _

1968 and 1974 the cost of state 1nst1tut1ons 1ncreased from $1. 7 to ';
$2. 8 b1ll1on (Bassuk & Gerson 1978) Inflat1on, federal demands . for -
1mprovements in 1nst1tut1onal care, and the p011t1cal power of the

state hosp1tal system as’ patronage contx1buted to the1r rlSIDg costs.

f'from 107 000 in 1967 to. 45 000 in 1976, that part of the State Mental
'Hyg1ene budget d1d not decllne (NYC DMH -19784: 1) ~Some 90 percent of
the mental hyg1ene fumds appropr1ated in 1977 were allocated for state
'h Eac111t1es and their adm1n15trac1on Only 10 percent of these funds .f

¥

went to local count1es and New York C1ty for local ass1stance purposes T

/
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“ - (NYC IMH, 1978:1). In all, 'massiye reduction in pbpulation of state;mental_
;nstltut1ons freed llttle money for local community support programs How-
ever, the transfer of the mentally ill from state 1nst1tutxons to’ prlvately-'
run nurs1ng and propr1etary homes has shlfted a substantlal burden of support
from the state ro the federal government's MEDICAID programs » N
The: ev1dence from cost effectiveness stud1es is stlll unclear ~The
“"GAO de1nst1tut10nallzatlon report\119%7) reviewed: seven studies wh1ch com-
pared 1nst1tut10nal costs to community care costs, ” “Five ofﬂthe stud1es
concluded that communlty care is less expen51ve than 1nst1tut10nal care.' Two
others found little difference. A three- year 'HEW study concluded tﬁgé“I% 15\\'x
_cost -beneficial to the states to maintain the mentally disabled persons in
the comnmmity since the burden of costs 1sxsh1fted‘from the :state“to ‘
fedc1(r11) supported programs In New York State' care in state institu-
tlons averages $20,000 per person per year compared to $2, 500 rfor compre-.
hen51ve communlty care programs (NYC DMH, 1978d:13). However supersedlng

1

the interest in cost comparison between institutional and communlty care,
the GAO (1977:6) concluded L : . | . , . IR

In view of ‘Federal leg1slat1bn and court dec1s1onsr.. the nost. 1mportant
question appears to be how to most cost effectively serve mentally dis-

abled persons in the least restr1ct1ve environment approprlate to their -
needs.,, , . _ ‘

.t\\lt ‘1s ‘difficult to quantlfy the costs of communlty support programs in
‘vcompirlson to hosprtal based programs One study @Mlarfsteljl & Naf21ger,i
1976) found that the cost. of communlty care was 2y t1mes less expen51ve
tnan the cost. of hosp1tal’careav<Melsbrod Test and Ste1n (1976) est1mated

d

the costs and benef1ts of a'hrjf>Commun1ty Living c11n1cal research program

. . . % .
Y - \ . “ .
.
|
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compared to a hosp1ta1 -based traditional aftercare program for one rear

They found the tota1 costs per patient for both hosp1tal and communlty ~

" based programs were high. In all, ‘they point out that unless costs are

def1ned and measured comprehen51ve1y, it 1s d1ff1cu1t to determlne whether

an apparent cost difference between communlty and 1nst1tut10na1 treatment

1s only a sh1ft in costs that is st111 unmeasured (Sharfste1n a Clark

1978: 407) F1na11y, Zeckhauser (1975) concluded that: | "The disadvantage :‘ o

_1nherent in cost effectlve sS ana1y51s is that 1t 1eaves unresolved-the

final questlon of how much shou1d be spent "
In general the criteria of. cost effectlveness does not cilrec:tly
address the issue of who beneflts Most frequently, the optlons are .
limited to the prOV151on of trad1t10na1 mental health serV1ces in a F)m-7«a_
'fcommuntiy by.state' federal ‘or private agencies. However, the dif- I ”é

f1cu1ty of reach1ng appropr1ate policy deC1slons through thlS k1nd of . 5
.cost benef1t ana1y51s is 1ncreased when one con51ders the interests of .

the family of a mentally i1l person the ne1ghbors, and the use of non- - |
’ trad1t10na1 communlty services. The var1ab1es economists are ‘able to_‘

quant1fy trad1t10na11y lend themselves to deC1S1ons about whether state

or federal agenc1e5 bear the costs of prov1d1ng convent1ona1 communlty

|

mental health services.




 Commmity Treatment |

Communltyﬂtreatment can be broadly def1ned as any treatment that
takes place in the communlty as an alternative to hosp1ta11zat10n, fol-
low1ng early discharge, or after hosp1ta11zat10n (Test and Ste1n, i
1978.351).. Several studies (Langsley and Kaplan 1968; Pasamanlck

' Scarp1tt1 and D1n1tz, :1967; and Rittenhouse, 1970) showed that it |
was poss1b1e to treat chronlcally mentally i11 persons at home rather than
in the hosp1ta1 * Other stud1es demonstrated that pat1ents could be :
treated in non-family res1dent1a}»env1ronments when the fam11y s1tuat10n .
: was not sufficiently stablekﬁ Former pat1ents were sucéessfully treated

* in halfway houses (Rutman 1971), crisis homes (Polak 1978) day

hosp1ta1s (Herz et al. 1971), and in ‘separate apartnents and Tooms. in

the commun1ty (Test and Stein, 1978 " Stein, Test and Mérx 975).

. Test and Stein (1978:353). d1scussed several 1nd1cators/éir_mgasurlngL‘_____

the effectiveness of communlty a1ternat1ves re1at1ve to 1nst1tut10na1

treatment time’ out of the hosp1ta1 and readm1 s1on rates; psyc}ulatrlc :
ymptomatol ogys ps ycho social runctlonlng (role. p‘erfonnance employment

- and soc1a1 functlonlng), and c11ent sat1sfact10n Test and Steln

(1978 360) concluded from an extens1ve reV1ew of the 11terature that

adJustment and functlonlng of pat1ents treated 1n the communlty are no.

. worse compared to patlents treated in hosp1ta1s A small number of . N

studles (Polak 1978 Test ‘and Stein, 1978 W11der3 LeV1n and Zwe11ng,

1966) reported consumer sat1sfact10n hlgher in communlty programs ‘than

1n 1nst1tut10na1 treatment.. F1na11y, those studies’ that 1nvolved dlrect

‘\

*In a11 three of these stud1es only pat1ents whose fam111es agreed to
~ keéep the pat1ent at home and to part1c1pate in the treatmcnt process were_f;;
1nc1uded T TN 30 :
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long-term intervention in specific daily activities (i.e;; housing ,
jobs)| demonstrated definite gains in the persons' psychosocial func-
. tioning in the commmity as long as the treatment continued.
(Fairweather et al., 1969; Test and'Stein, 1978; Weinman and Kleiner,
1978) . ' ’ . . I . | ’ . ' R
An issue not frequently raised during discussions ‘about the effi- -
cacy of deinstitutionalization concerns the consequences of community'_':
treatment for the .commumi ty and family of the ex—patient .ln.a very
blunt manner Arnoff (1975: 1279) remarked that: | ‘
the potential detriment to the family members resulting from
the presence of a psychotic person in their midst has not
received the careful scientific scrutiny it deserves. As the
~traffic between home and hospital multiplies, a point may be
reached when the mental health needs of the commmity as a

—~ whole conflict with the mental health needs of .individual ‘
pat1énts S - /f.

The argument that home or community re51dence of mental patients ‘Sub -
stantially disrupts family and community life;makes deCisions concerning
”f*”sotial*and“tommﬁnitY“supportffor*théwéﬁronitally mentally ill'more com-
plex. Certainly the range of factors to be considered vthen evaluating .j
the effects.of'Community'treatment‘must be wider than the individual !
patient concerned In a holistic context the patient, family, friends,
ne1ghbors and related commﬁnity institutions heed to_be 1ncluded—1n~any-—¥mi:;‘
analysis of the impact of communit; treatment programs
Community Support Systems |
PreViously I 1ndicated that the urban poor, and espec1ally the
| _ Hispanic American population, are underut11121ng mental health serv1oesr

" . Moreover, in certain mental disorders, low socioeconomic status groups

o
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show a higher incidence than higher socioeconomic status groups. The
studies of the process of dexnstltutlonallzatlon 1nd1cate a fallure on -
the part of federal state, and local programs to d1rect their efforts
toward strengthen1ng social and commmity supports for the chronically
mentally 111, In this section,I ﬁocus on the nature and‘ut1l1ty of these
social supports in. the form of commmity, kinship, and non-kinship

social networks. A considerable amount of llterature_on'social networksl
now exists. Mnch less information,is'available~relating to urban~Puertow.
-Rican or Hlspanlc p0pu1atlons We will have to rely on the social net-
works studies of non- Hlspanlc commun1t1es to prov1de ‘a general basis for
policy analysis. o | o | t‘ .J}"

hy analy51s of social and communlty Supports centers on the concept

- of soc1al network., A soc1al network can be 51mply def1ned as "a. spec1f1ed

"-//Jj/-\\ :

_set ¢ of links among soc1al actors" (Flscher»et al. 1977 33) Kapferer

1

(1969-182) defined an individual network as: Wthe d1rect llnks rad1at1ng
- from a- part{cular—Ego»to other—and1v1duals, and the links wh1ch connect
those 1nd1V1duals who are directly tied to Ego to one another. The
network as a partlcular unit of analy51s based on role and exchange
theory, links 1nd1V1dual and sociétal models of soc1a1 11fe., The
Pre51dent's Comm1551on on Mental Health (1978d:152- 53)summar1zed the
ma1n functions other researchers. attr1buted to soc1al networks as the
followmg '
--malntenance of social 1dent1ty - ) . L K .
--prov151on of emotional support D T 7
--provision of mutual aid and serv1ces '

- --hccess of informatica ' o e
—-access to new soc1a1~contacts and soc1al roles S
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While social networks provide these supports, they also create demands
on 1nd1V1dua1s W1th1n these networks for time, 1nstrumenta1 and emotlonal
" support of others. C : “y ) ﬁ. :

There is very little emp1r1ca1 research on. the organlzatlon of, the
Puerto R1can fam11y on the ma1n1and a1though a maJor study is underway
in New York Clty (Rogler 1978)

StUdleS of Puerto Rican aulture suggest a strong sense of tradltion-.‘.?t "
allsm and helief in. the family (F1t2patr1ck 1971) ~An 1mportant role . :x!f
is attr1buted to. the Puerto Rican family in ea51ng the tranS1t1on from agrar1an
to industrlal soc1ety (Tumln. Feldman, 1961) The traditional f1ct1ve A

~ kinship system of,compadrazgo (godparent re1at10nsh1ps) ‘expands the social
'support network of the Puerto Rlcan family (Mlntz, 1955). Despite the - ’

rap1d soc1a1 Change occurr1ng in Puerto Rican- soc1ety, Rogler (1978: 250)

ma1nta1ns that the fam11y plays a stronger - role 1n the functioning of.

- \

—«-;Puerto.Rlcan Soc1etycthan_1t does Jin_the U S

In the m1d 1960'5, Rogler and Holllngshead (1965) studled poor urban
.. Puerto Rican fam111es living in the shantytown and pub11c hou51ng pro-‘“"'”
\ Jects in San Juan. They 1nvest1gated how fam111es coped W1th problems
"’fassoC1ated with schlzophrenla when either the husband or w1fe or both
suffered from this dlsorder. These fam111es were not 11nked to any pro-
: fe551ona1 menta1 health care Pogler and Holl1ngshead found that sex T
:roles of the spouses 1ntervened between the illness and 1ts 1mpact on -

.;the famlly When both spouses ‘or the W1fe alone experlenced schlzophren1c ,w

e cond1t1ons the nuclear fam11y exper1enced serious d1sorganlzat1on How-
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~ ever, when only the husband was schlzophrenic the wife orgamzed thb\
family's resources/to cope wit the 1llness " The w1fe accepted the ,ole
of econom1c provider for the famlly in addltlon to prov1d1ng emotlonal
support for the husband The Rogler and Hollingshead study also demon-
strated how nuclear families are tied into the extendedjfamlly network
Accord1ng to Rogler (1978:249): "Mutual help, in fact, has the force of-
a sacred obllgatory norm: it 1s susta1ned by the double edge of gullt
and gratitude." Moreover, k1nsh1p asslstance is: probably sustalned by
the rational choice ‘of individuals who realize theéir dependency on the
extended family networks'for their own welfare. "Thfs'study.invSan Juan
found that 88 percent of the nuclear fam111es were e1ther giving or )

| rece1v1ng material goods from t1es,w1th relatlves. Agaln the nature of EZL
help provided was sex—llnked _While the women exchanged family centered
soc1a1 and emot1onal support "the men acted in 1nstrumental roles 11nk1ng :

the fam111es to external formal 1nst1tutlons, i.e. s - job market welfare

. organlzatlons

Social change in Puerto Rico may be weakening the tradltlonal mutual
assistance bonds w1th1n family networks and among fr1ends and ne1ghbors
(Stewaru et al. 1956 Roglel 1967) It 1s unclear to what extent
Puerto Rlcan fam111es in New York City have moved away from the present :

”’,famlly structure in Puerto P1co There are sharp d1fferences 1n terms -
. *of the strengths of famlly supports between f1rst and second generatlon ‘}
Puerto P1can women on the ma1n1and Second generatlon women are’ much u
q | “more 11kely to develop dependencles on the formal pub11c welfaré,systemL;,
| than ‘women who m1grated to the U.S. as’ adults (Personal CUmmuﬂ;cat1on g

w1th a repreSentatlve of tke Puerto Rican ramlly Inst1tute /Eall 1978).
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For the non- Puerto Rican population, kinship and: friendshlp networks
., have been studied as sources of aid to individuals and their nuclear
'families (Litwak and §Ze1eny1, 1969; Bott;? 1957). Litwak and Szelcny1
(1969), for one, show!that kin provide long-term 3551stance, fr1ends
generate the affectlve re1atlonsh1ps, and ne1ghbors offer he1p in short-
term emergency situations. For the most part, each type of re1at10nsh1p |
provides a d1fferent kind of serv1ce. ' }
.Few studies link psych1atr1c help-seeking to the structure of kthhlp
“~and~fr1endsh1p networks. A recent study of 120 outpatient and short term’
h ;npatlents at a New Haven CW&K)(HorOW1tz 1978) does 1nyest1gate the res- |
ponses of social networks to mental illness. HorOW1tz s sample’ 1nc1uded |
2work1ng and middle- class marr1ed whites. * The study categorlzes.husband-.‘

w1fe re1at10nsh1ps as un1nvolved mutual- conf11ct and separate Ex-

c&udlng the "separated" group, Horowitz (1978 299) found that only 21 e
ercent of the persons currently living with their spouses received af- .
S fect1ve~support—from them In all, Horow1tz (1978 299) concluded that:
o "spouses are far ‘more commonly host11e than a source of p051t1ve support
to- pat1ents " . This New Haven study foUnd that help- seeklng is ma1n1y a
‘fema1e phenomenon Men seek ass1stance from an average of one person out-
51de the1r nuc1ear ‘family while women mob111ze more than four 1nd1v1dua1s
seardhlng ‘for assistance. Horow1tz s study (1978: 300) encountered a de-
- finite 11nk between the type of mar1ta1 relationship and the nature of
1nforma1 help seeklng As one mlght expect, in the mutua1 rec1proca1
elatlonshlp, patients rece1ve " active support from spouses and have lower ‘

rates of utlllzatlon of kin and fr1ends (some 60 percent seek he1p from

kin and .50 percent from fr1ends). In the other marital relatlonshlps !

S
FaRe
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where there is substantial conflict, these‘individuals,areﬁthe most

j
active help-seekers (92 percent turn to kin and 73 pcrcen# to friends)
So, the degree of supportiveness of nuclear family- interact1ons is in-

versely related to help- -secking from friendship networks.

M
/

Non-Kin Social Networks /i
Non-kin networks as social supports are now rece161ng wider atten-
tion by pOlle analysts as resources to strengthen f /Qlies or to act as
alternatives to-institutional placemcnt for re1ntegrat1ng chronic schizo-
: phren1cs into communities. Garrison (1978) studled/the non-kin sUpport v
systems for first generation migrant Puerto Rican Wonen in the South
Bronx borough of New York City. In this analysi7z supportive relation- b
ships are defined as those that provide either instrumental (e.g., finan-
| cial ass1stance, help with household tasks, chyld care,. etc.) or affec-
~___N__t__lm\f_e“help (seeklng advice and emotional nurturance in times of CrISIS)
Garrison drew a sample of 29 nonschizophrenic and 26 sch1zophren1c
women’ from a local neighborhood the L1ncoln Hospltal Mental Health
Serv1ce outpat1ent clinic, a spiritist center, and the Tremont CrISIS
Center (Bronx Psychiatric Center). Garrison located’ seven ba51c patterns
“of social support associated with different types of nuclear family
-organization “The schizophrenic women who successfully adapted to their
i nelghborhoods showed greater dependence upon neighbors, kin, and other -
non- ~kin groups than upon the1r famllies These non-kin groups included
~ ne1ghbors fr1ends Pentecostal groups Jehovah's Wltnesses block orga-
nizations and pOlltlcal organizations qua51 groups or action sets, self—
'help and sp1r1tist groups. Cenerally, the process of soc1a1 w1thdrawal
for schizophrenics takes place progressiVely, beginning.with‘more_

< !

“ ’ .
: . . . . . -
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peripheral social contacts, then personal but not intimate relationships;
finally the disturbed indi,vidﬁal withdraws cven from immediate nuclear
family relationships. GaLriSOn observed that social withdrawal for
. schizophrenic Puerto Rican women occurred in a reverse order from a
disihfegration of conjugal bonds first, followed by weakening of the
. ™ ' .
less personal relationships. Garrison concluded the following:
. Instead of 1ooking to the family to find support for chronic
schizophrenic patients in relationships that frequently have
not been supportive in the past, the clinician might seek to
halt or reverse the process of withdrawal by emphasizing, re-
inforcing, or supplying transient non-kin support relationships, .
involvement in voluntary associations of non-kin within the
natural commmity that are tolerant and accepting of schizo-
phrenic persons, and development of future kinship relation-
ships with agencies. '
Eventually these non-kin relationships may act to restore more functional
kinship relations. | o ' ’ - o
Pattemns of informal mutual aid extend beyond the kinship groups to
.include neighbors, friends, and acquaintances. Horowitz's study of the
~ . /-».} . .
social networks of clients"of a New Haven QHC showed that, excluding
the nuclear family, persons are more 1ike1y’to'approach friends for help
v than kin or other kinds of networks members. When paréhts and siblings -
" are available they are about as common a source of help as friends
- .(Horowitz, 1978:301). It is apparently the physical isolation of in-
‘dividuals from their kin, not choice, which explains the importahce of
friends providing greater amounts of aid. |
 Several studies have shown that kin, friends, and neighbors provide
specialized kinds of help (Adams, 1967; Litwak and Szelemyi, 1969).. |
Generally,'ali members of a social network provide advice'to'help-seekers,
However, hr%indscryices afe'usually exChahged among kin. Horowitz-

| ‘ ‘3 y ' . i
L4 PO / . ‘. L .
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'found that concrete services (money, childcare, housing, etc.) unlike
advicc, are not interchangcable, When kin are not uvailable to provide
. these bQTVlCCb they are not provided by friends (1978:302)., Finally,
friends are-more likely than kin to suggest referrals to mental health
agencies for assistance. Non-kin members of sociel networks are mebi~
lized for emergcncics and for obtaining resources not available to the
kin network. |

Other studies of urban families indicate more gene;alizcd exchange
'rclationships (Stack, 1974). Carol Stack's aetailed'analysis of kinship
and friendship ﬁthorks within a poor urban black community expresses |
the importance for survival of sharing goods among local networgs of
"personal kindreds.": StaEk found stable domestic networks of eqopeb%fing
kinsmen within the poorest black communities. These friends who became'

involved in reciprocal generalized gift exchanges are defined as kin, \

Similar to the Hlspanlc r1tua1 coparent concept of ¢ gmgadrazgo. Ruby \.
Banks, one of Stack's close informants put the nature of gift exthange
mmwwz"%umwtmﬂwgwmgmmmgmwbmwwemwmmgmu
goes round comes round in my book" (1974:42).

Thef"extended psychesocialAkinship systepWr(Pattison, ef al., 1975)
is another cencebt suggested as a basic social support for the‘chrenieally
mentally ili when the individual's family is not intact. The concept.
actually refers nore to a network of neighbors and friends than to a per-
son‘s kin. Nevertheless, tﬁe psychOSOCial;netWOrk ppovides affective
‘end instrumental supports. Pattison énd others (Budson § Jolley, 1978:
610) argue that normal healthy people maintain 20 to-30 people in an

1nt1mate psychosoc1a1 network 1nc1ud1ng f1ve to 51x~persons in each of
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_the following groups: family, relatives, friends neighbors, co-workers

or so:zial contacts. Neurotic individuals have 10-12 peeple in their networks,

dnd psychotics even fewer. The goal of community support programs is to

repopulate the weak psychosocial networks with individunls holding resources

valuable for reconnecting the mentally disnbléd person to the neighborhood.
Budson and Jolley (1978:611) concluded that common to all successful

commun ity progrums is the psychosocial kinship system that was cither

«1ntroduccd when it was absent after a long period of hospitalization (Budson,v

Grob nnd Singer, 1977), supported when it 'was weak (Polak and kcrby, 1976),.

or reinvigorated when a person arrived w1th an intact but weak nctwork

(Stein, Test § Marx, 1975). In all, the nbn-kin social network appears asi

. a strong, uscful image in the literdturc on social -and community suppbfts }

/

for the chronically mentally ill.
Espiritistas - | -_/“
In San Juan; Pucrté Rico, Rogler and Hollingshecad's studies (1961?
1965) of schizophrenic families found the institution of spiritualism to
be the most common form of help sought outside thc family when 1nd1V1duals
experience emotional stress and mental illness. Studies of folk healers
in Puerto Rican commmities in the U.S. showed spiritists to be a main
community rcsourcc in the health, mental health, and welfare system
(Garrison,, 1977a, 1977b, 1979a, 1979b; Thomas and Garrison, -1975; Harwood,
1977, Koss, 1977). .There is an 1nformal referral network among emergency
serv1ces medical clinics, sp1r1tlsts and mental health profe551ons that

often bypasses the psychlatrlc services except for the most severe mental

disorders.




In Thomas and Garrison's work with Hispanics in New York City
(1975:292) almost half (24) of the 50 spiritist clients interviewed
visited physicians, without successful treatment, before contacting
the spiritisfs. Some 20 of the 50 rospondents clanimed to go to doctors
with somatic cémplnints they considered "material" and take other somatic

! A
problems they define as "spiritual" In origin to the spiritists, Almost
all of the 34 consecutive lispanic admissions to an outpatient clinic;in
“the same neighborhood had been to spiritists conceming the same probicms.
: !
In this latter group some 75 percent held beliefs in "spiritual cnusa?ion"
of the psychiatric d%fficultics. Half of the persons interviewed fin?lly
arrived at the mental health clinic after failing to locate a spiriti*t
that could help. Cne-third continued to visit spiritists while attending
the clinic. Comparing spiritists and psychiatrists, Garrison (1977d:441)
concluded:

that the two types of healers (the folk and the professional)

interpret the same feclings and behaviors in similar ways, that

they have similar treatment goals and, to some extent, similar

treatment techniques;lut they talk about what they see and do

within very different systems of conceptualization of the self

and world.” The conceptual systems are, in fact, diametrically

opposed in that the locus of the illness is inside the self in

one system and outside the self in the other.

Garrison interbrets these different systems of éntcxpretation of the self
and world as reflections of different cultures (Puerto Ricans vs. Anglo-
American) and socioeconomic status (lower class vs. upper-middle class).
Professional mental health workers now recdgnize that spiritists'are an.
important group that provides services for Hispanic clients not available

through the commmity mental health centers and other formal institutionms.




A Sense of Comrmm1ty--Does it Matter‘? -

How does the concept of conmum1ty flt w1th the Federally deflned

' "-’:geographlcal "catchment areas" w1th 75 000 to 200 000 ‘1nh /’1tant

,”Smlth and Hobbs (1966 9), concerned w1th the 1ssue of conmum:Ltyf.and

" conmumty mental health centers make the p01nt that "the comrmm1ty 1s

s not Just a catchment area from wh1ch pat1ents are drawn, the 'task of a

commtm1ty mental health center goes far beyond that of purveylng profes-
N

.5101181 serV1ces to dlsordered people on a local ba515." Yet how the & o
| pollcy maker perce1ves a sense of comm1m1ty 1nfluences the k:mds of
pol1c1es establlshed to foster soc1al and cormmm1ty support programs
, Essent1ally, conmunlty studles tend to d1v1de 1nto three ma1n per-

Spectlves one v1ew concludes that we have lost our sense of corrmmlty,‘,
’“"ﬂa second v1ew ma1nta1ns that nelghborhood kmsh1p t1es cont1nue to thr1ve :v .
in modern soc1ety, and a. th1rd/v1ew con51ders the value of soclal net-. :‘
works not related to local geograph1cal or1g1ns (Wellman, 1979) Accordlng "
to the declme of conmunlty perspectlve pr1mary relat1ons are now "1m-

__personal Wented" (erth 1938 12). Urban re51dents
are not con51dered as - members of a s1ngle closely lout comxmm1ty but as.
.'_part1c1pants in mult1ple Sparsely kfiit ‘and weakly bounded soc1al net—

works . 'I'he ‘loose, d1sorganlzed soc1al ties of urban dwellers. prov1de

, few help g1V1ng services for 1nchv1duals exper1enc1ng mental d1sorders. :

© Services-are thought to be del1vered only through secondary aff111at10n _':

\ . e
and fomal 1nst1tut1ons Bas1cally, thlS perspect1ve assumes that strong

."prlmary ties occur only in. densely knlt self conta1ned solldar1t1es that -
. _are no longer present 1n mdustrlal-bureaucratlc soc1ety




_ exist in. 1ndustr1al urban society because of the1r usefulness 1n pro--~

. 1968; Suttles, 1972)///@b11e fecognizing that the d£V1510n of 1ab}r in

' Ne1ghborhood and local fr1endsh1p networks prov1de 1mportant supports

e g

stud1es show the malntenance of strong urban primary t1es even w1th the

. the cont1nu1tv of commun1ty perspect1ve becane the new orthodoxy

-nental soc1a1 control in. p0pulat10ns/{Gans, 1962 Jacobs, 1961

,Ladvance of 1ndustr1al bureaucrat1c society. Dur1ng the early 1960's, 'd ”,{ﬁ:f
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The second view f1nds that communal solldar1t1es have cont1nued to ,;,ﬁ

\'«; .
V1d1ng social support meet1ng bas1c human needs and exertlng funda- i?\[f

urban soc1ety produces membershlp in more narrowly based soclal,ne aorks s
the cont1nu1ty of-connun1ty argument holds that these networks develop :

solldary features Urban1tes are, 1n fact, urban v1llagers (Gans, 1962)‘

med1at1ng between the fam1ly and formal bureaucrat1c structures (Young & .

Wilmott, 1957' Gans 1962' L1ebow,~1967 Stack 1974) Numerous f1eld

v -

Followers of the cont1nu1ty of communlty perspect1ve of urban soc1alief B

organ1zat1on focused their: research on the pers1stence of communal

Lsol1dar1t1es‘1n k1nsh1p systems and'in ne1ghborhoods. Generally, these -

\ L S
ties were not cons1dered within an-overall view of soc1al networks More

"irecently, community stud1es have locused a the- external l1nkages of com-

mmnities' and the extension of pr1mary social networks outs1de the local

neighborhood (SUttles, 1972; Fischer, 1977; Wellman,-1979) Suttles
\
(1972 13) argued that commun1t1es and nelghbor oods acqu1re a corporate

1dent1ty because they are held Jo1ntly respons1 le for certa1n 1ssues by

external organlzatlons Accord1ng to.Suttles (1972 46), "There is no\

unlque urban commun1ty, but 1nstead a pyram1d of es1dent1al collect1V1t1es

Na
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";indensely kn1t and t1ght1y bounded s011dar1t1es (Wellman, 1979) These S

' whlch receive’ the1r recognltlon by common consent and whose expan51on

depends on the expan51on of a h1erarchy external to the communlty 1tse1f f;
,_of pr1mary t1es but asserts that these t1es are no longer structured by
””commmnltles of 11m1ted 11ab111ty" (Janow1tz 1952) result from af".

;.separatlon of re51dence workplace and k1nsh1p groups, hlgh rates of

re51dent1a1 mob111ty, -inexpensive, effectlve means or communlcatlon and .

'_1nst1tut10na11y complete,{Breton 1964) networks or the self conta1ned

1
I

The newer th1rd perspectlve of communlty recognlzes the 1mpqrtance ‘

transportatlon maklng it easier to maintain d1spersed prlmary'.t;_:v and

“'dlsperseu structures 1nstead of densely rgan1zed s011dar1t1es (Granovetter,f:l

A

1973; Fischer, 1977 Laumann, 197$' Wellman, 1979) Instead of the n'“

I I
£l

urban village structure primary ties are seen as d1spersed among mu1t1-'

ple, weakly connected social networks .- Primary re1at10nsh1ps are organlzed ;;ﬂ

as dlfferentlated netiworks , not as sol1dar1t1es Wellman S (1979) study

oE a Toronto nelghborhood found that even kinship ob11gat10ns functlon

as dyadlc relatlonshlps instead of densely-knit networks.

l:

W

*yhethe T neighborhood fr1ends are considered. morenlntlmate_than_those

_11v1ng outside the ne1ghborhood varies by class (Fischer, 1977:171). Low

income respondents in a Detroit survey considered their ne1ghborhood

fr1ends more. intimate than those fr1ends living outside the ne1ghborhood
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' ab111ty of members to prov1 e 1nd1rect connectlons to addltlonal resou cesﬁ
7 _

grams st111 rely: on the/tradltlonal sense of ne1ghborhood StudleS'

dlrect and 1nd1rect t1es to dlspersed and dlfferentlzte_ resources in
es

modern urban soc1ety 0bta1n1ng Tesources through these new SOC1a1 net_;7j*

but .on the quallty of dyadlc ties -ease of mal,tarnlng contacts, and

(Wellman, 1979 B01ssev?;n 1974; B01ssevaln & M1tdhell 1973) Wh’le
tending to create less(locally focused communal solldarlty, these dl‘- fﬂ
ferentlated soc1al networks prov1de bases for access to a w1der var1e

I

of services than the closed dense network cluster 1dent1f1ed w1th

Current nelghborhood/and communlty supports for mental health pro-
(e g., Naparstek 1978) 1nterpret communlty supports as local ne1ghoor- Lo
hood based programs where ne1ghborhoods enclose the soc1al networks that

help 1nd1v1duals c0pe w1th their problems However the more recent_*,.

f1nd1ngs from the perspectlve of a 11berated communlty suggest that pollcies :

should focus ‘more ‘on supportlng d1fferent1ated social networks 1nstead of
' Just locally based solldary networks 1n51de ne1ghborhoods Nelghbor-

‘hodd coheslon W111 develop when re51dents discover soclal relatlons 1n

/their localities more rewardlng than contacts out51de the nelghborhoods

The recent resurgence of ne1ghborhood assoclatlons deals ‘with pro-

- the problems of de1nst1tut10nallzat10n as a communlty 1ssue when‘forme j

blems that vesidents fFel city, state federal governnents do notsﬁghdle ’ffJ

well Some neighborhoods have been forced to concern themselves w1th ‘_“‘\755

';,.-1 | ;:‘fd, \7d ,flc L "4f1;_:v
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t'state hoSp1tal pat1ents were channeled into their areas. Other nelghbor--»
hoods prefer to exclude commun1ty mental health 1ssues as: hlgh prlorlty
. topics until city agenc1es target the1r ne1ghborhoods to rece1ve former
patients. SRR ;; | | .
S | 'Housing | K
The 1ssue of hou51ng for the mentally i1l has'ga1ned 1mportance re-"f
"cently in fedéral state; and c1ty pOllCleS ederal court dec151ons -

have ruled that the mentally i1l have a. const1tut1onal rlght to 11ve 1n

the 1ed:t restr1ct1ve most appropr1ate env1ronment ~ The General Accountlng
0ff1ce (GAO 1977) reported that a maJor barrier to adequate communlty |
;placement for pat1ents leav1ng the state hosp1tals is the unava11ab111ty:
of decent affordable housdng Nost recently the Pres1dent's Comm1551on o
on Mental Health (19783)stres d the meortance of l1v1ng arrangements
;for the chron1cally mentally 1 1n the1r own commun1t1es The New YorP= 0

| _
i T
;Offlce of Mental Health has de la~ed communlty resldences a top prlorltyj ;

issue. At the city level the\Department of Nental Healthgslbntal Re4»°;f
"tardat1on and Alcohol1sm Serv1ces has 1nCreased the 1mportance “of com-
muni ty re51dences among its Communlty Soc1al Supports goals._ -

I could not locate stud1es focus1ng on the; experlences of Puerto

- ‘Jn
/\—;

Rlcans or other H1span1c American groups in hous1ng programs The State
of Vew York does not ‘break down by ethnic categor1es 1ts follow up of

ex-pat1ents in comnun1ty res1dence programs ~ Even c1ty programs targeted

"w7spec1f1cally for 51ngle residence occupancy (SRO's) hotels have not

I fanalyzed f1nd1ngs-accord1ng to ethn1c1ty,

1
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-closely l1nked to comprehens1ve vocat1onal rehab1l1tat1on serv1ces (W1lder,**

‘ ;Kessel & Caulf1eld 1968) For example the staffer at El Camlno House

.

,fnmnence of res1dence amount of professaonal staff1ng, and number of

.'51dents In many cases small groups of halfway house res1dents leave thek

~in- Cal1forn1a found that 1mmed1ate placement of Chron1c pat1ents in voca-'"

( arpenter,/1978 385) D1fferent types of trans1t1onal r_ i

7 ;
developedwto meet the hou51ng needs of 1nd1v1duals unable to l1ve_W1th"
their’ fam111es foster care homes halfuay houses post halfway houses, :

sate}l1te hous1ng programs and cooperat1ve apartments and hostels (see o

Carpenter 1978 for a_review of the l1terature on hous1ng for the mentally

yll)
/

There 1s a:diversity of housing programs The ma1n d1fferences can e

be accounted for by the1r acceptance of the med1cal model of drug therapy,_a

rndependence from the CMHC's or other mental health 1nst1tut1ons, per--,ﬁ’

res1dents (Carpenter, 1978) More ‘structured programs l1ke the halfway

‘ houses prov1de services to strengthen the soc1al and k1n networks of re-'

halfway house together to locate apartments on the1r own- (Fa1rweather et

-1969) These grotws give pat1ents the add1t1onal support whlch‘f'

mlght not be. ava1lable 1f they were on the1r own (Bowen & Fry, 1971)

Other research suggests that trans1t1onal re51dences need to be -

i
_t1onal rehab1l1tat10n programs was more useful for” the1r adaptat1on to

;'the ne1ghborhood than soc1al sk1lls programs wh1ch delayed,thelr leaV1ng

”g(Rlchmond, 1969-70), However, all chron1c pat1ents cannot manage quCk




, entry 1nto the labor force or even vocatlonal rehabllltatlon programs~:

' Recognlzmg the d:Lfflculty of vocatlonal placement for the chronlcally
: A

111 the Fountaln House in New York C1ty establlshed over the past 30‘*'

E N

years "a tran51tlonal employment program‘where members work 1n ‘some. 44 I
/

bus1nesses in the met\opolltan area (Beard 1976) Jobs are rotated

o %' »
: among members every four to 51x months If necessary a ser1es of transl-

tlonal Jobs can be arranged Ev1dence as far back as the centur1es old

- hou51ng and work arrangenents of Geel Belglum, sUpports/the need to o ;'5

closely t1e together the communlty res1dence programs wath work/experlences,_
% The recent fOCUS on hou51ng for the mentally 1ll ralses other 1ssues
concernlng the acceptab111ty to ne1ghborhood re51dents of group homes or

other types: of residence.’ For the success of communlty resldence programs,'f

mental health agencles must extend the1r concerns beyond the locatlon of

/

su1table re51dences to ‘the problems encountered in ga1n1ng ne1ghborhood

acceptance of these programs and 1ntegratlon/1nto communlty llfe These -?
new 1ssues have not been studled systematically A maJor problem from

the local res1dents perspect1ve concerns the stab111ty of the nelghbor-
hood affected by changes in zonlng ordinances, change 1n property values, ‘
and the 1ntroduct10n of atyplcal home 11V1ng arrangements »Other res1-v‘ |
dents are offended by ‘the 1ntrusron of the state into what they def1ne }:.1.77/

'as a local plannlng 1ssue So%/proposals for the development of- communltyf

'resldences for the mentally }ll while ga1n1ng recognltlon as 1nstrumenta1L

for the success of the de1nst1tut1onallzat10n pOlle, have ralsed the com-
,-/

plex issue of(communlty acceptance and support for these programs
_ /o
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Summary ‘
An assessment of the ava1lable knowledge concernlng Puerto Rlén
and other H1span1c American mental health cormnunlty support programs for

the chron1cally i1l shows cons1derable room for research 1n th1s area

~
’

The ex1st1ng stud1es po1nt out methodolog1cal problems and gaps 1n cur- .

: rent 1nformat1on

'I'here is a demonstrated need for 1mprovements in- the de11very of

Un1ted States Moreover the value of soc1al and commumty supports 1s‘__‘
ev1dent However, the ava11able 1n£ormat10n suggests that the domaln of
soc1al and comrmm1ty supports for the chron1cally mentally 111 1s not as

pollcy respons1ve as pollcy analysts would 11ke it to be Soc1a1 and

comnunlty networks are less man1pulat1ve and more res111ent to change

- mental health serv1ces to the large H1span1c Amer1can populatlon in the"»",,‘:

than many publlc agenc1es expect St111 the de11very of mental health N E
\\.» .

o
SN

,serv1ces to H1span1c Amer1ca1/1s can be 1mproved Partlcularly for ethn1c -

m:mor1t1es soc1al and commtmlty suoports can S1gnlf1cantly contr1bute

.
to th1s 1mprovement

Ep1dem1olog1cal stud1es clearly show the precarlous physlcal 11v1ng

cond1t1ons of the Puerto R1can p0pulatlon in. New York Clty Yet 1t has

not oeen shown that Puerto R1cans exper1ence h1gher mc1dences of mental

1llness than other populatlons ngh rates of symptoms among Puerto

R1cans ca.nnot be understood as meanmg h1gh rates of psycholog1cal dis- - e

“' -

’orde ~These symptoms may be due to cultural dlrterences 1ne mverse

! . \

rc%latlonshlp between certa1n forms of mental 111ness (schlzophrenla and“'

| organic braln d1sorders) and socloeconomc status holds for the general‘» |
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populat1on Various explanat1ons for the hlgher rate of mental 1llness

w1th1n the lower class 1ncluded phy51cal conditions, soc1oeconom1c S
‘stress, social. selectlon, and label1ng However, these relat1onsh1ps
.may be confounded by ethn1c11y 'Ihe data emphas1ze that the recogn1t1on
of mental 1llness is mostly a soc1al process (Holtzman, 1979)

“In the mprovement of ep1demlolog1cal sthd1es, agenc1es must stan-
dardize a definition of ‘the Hlspamc or Puerto R:Lcan category Wh1le
s;@ml1c agencies . def1ne Puerto Rican as those persons’ of Puerto

Rlcan pa\rentage others 1nclude only those born in Puerto R1co & The
u. S Census Bureau defines as Puerto Ihcan those persons born in Puerto |
Rico and of Puerto R1can parentage Other agenc1es ‘use only "Spamsh-

Surnamed" or "Span1sh Speak1ng" categor1es Third generat1on and sub--

fsequent “generations who 1dent1fy themselves as Puerto Rican are not
1ncluded in the federal or state definitions for H1span1c groups | In
short \chan ing categor1zat1ons of ethn1c1ty further compl1cates the
"J.collect1on of health statistics. | ‘
i Most studies i 1nd1cate that H1span1c populatmns are underrepresen-
‘ted in- the ut1llzat1on of health faC1l1t1es Hlspamcs exper1ence pro-

‘blems of a/ccess, lac{c of mental health information of available serV1ces,

institutiénal "host111\t(" and other difficulties with formal commun1ty Co

,mental health services. The ava1lable 1nformat1on does not include -

long1tné1nal stud1es of user rates by ethn1c ‘minority status for the

*MFrs (1978 1) found the New York City Health Deparment uses each of
/ thée above definitions for‘"da.fferent‘kmds of statistical- 1nfomat1on--—~—1:"" : —“

’




‘commmity mental health centers. - Represe tative'sampling and time-series

stud1es are necessary to more carefully inv st1gate the utlllzatlon of 7

The concept of soc1al networks as develope recently by anthropolo-:\

ngtS and soc1olog1sts pIOV1des a useful framework‘for analyz1ng social \\\j;

-—and communlty supports for the chron1cally mentally ‘ll Certa1nly the “-’r\<

- relationships among the structures of nuclear fam111es

fr1endsh1p and ne1ghborhood networks are complex and ne d further study,

extended fam111es

part1cularly among H1span1cs Deta1led social network stud1es of Puerto
Rican fam111es and social networks similar to Carol Stack's work W1th

ponT.-urban blacks are needed. The available information does’ suggest-

~

- that differentiated, widespread social networks are vital for individuals .

‘-clearly support the argument that strong soc1al netw_;

) ,;t1gat1ons are necessary to estab11sh these cu.ual connect1on S

to cope W1th the cont1ngenc1es of urban 11fe Federal, State; or'citv-'
funds cannot by themselves improve weak soc1al networks Further ‘wox Tk
is needed to 1nd}cate exactly what resources that strengthen soc1al net-
works can be supported pUbl1c pOlle | | ' .

‘ Because ‘of the absence of long1tuduuﬂ.analyS1s and d1ff1cult1es of
quant1fy1ng exchanges 15 soc1al network relat1onsh1ps pol1cy 1ntervent1on .;i
is problematlc Healthy 1nd1v1dua1s are assoC1ated w1th complete soc1al
‘networks; 1nd1V1duals exper1enc1ng mental d1sorders are assoc1ated w1th

sparsely populated weak networks. However ava1lable studles do not

e

: .f..L CdAlo T

51gn1f1cant 1mprovement in persons already mentally 111 ther inves- - :

.l,

1

i

|
S

!

|
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Finally, recent communi ty stud1es suggest that strong soc1a1 net-
| works need not be phys1ca11)a limited by local nelghborhoods Communlty
supports have prev1ous1y attracted attentlon to more narrowly defmed |
social structures located w1th1n ne1ghborhoods Although ne1ghborhood
supports are 1mportant, espec1a11y for the poor and’ m1nor1ty gmups,

. their soC1a1 networks should not be 11mlted to these local env1ronments.
-Total- dependency upon Iocal social supports in areas of New York Clty, :
1like the South Bronx, would severely hamper the usefulness of res1dents'

social networks. A sense of commmlty need not be CO]’IStI‘lCted by trad.1-
tional nelghborhood unlts but, instead, can 1nc1ude ‘the dlfferentlated
social networks extendmg beyond these 11m1ts to 1nc1ude external
"sources of Support Federal grants alone w111 not reconstruct a sense . ,
of’ commmity. Community studies, must. determlne what resources are needed

to do so and which of-<=these~jare policy respon51ve.

S




| R CHAPTER I |
CURRENT POLICIES FOR SOCIAL AND COMUNITY SUPPORT PROGRAMS

In this chapter I review the ex15t1ng pol1c1es related to soc1a1 '

and- comxmnuty support for the chron1ca11y mentally ill in urban areas.

- The discussion includes federal state,- and local p011C1eS I also -

. discuss the federal judicial dec1s1ons that have 1nf1uenced mental
health policies concem1ng soc1a1 and conmumty supports |
Feaeral Pol1c1es , :

Accord1ng to a recent GAO report (1977 5) there are at least 135
federal programs managed by eleven maJor departments or! agenc1es, that
have a d1rect or indirect 1mpact on the mentally dlsabled The Depart- ‘
‘ment of Health, Education, and Welfare alone operates some -89 progranB B

" The federal programs and agencies part1cu1ar1y related to social and
commun1ty supports include the follow1ng Commlm1ty Mental Health Cen-
_ ters Act of 1963 Coxmmm1ty Mental Health Centers Amendments of 1975
" the proposed Mental Health Systems Act Med1ca1d. Med1care Supple- A

,mental Secur1ty Income Program, Department of Labor, Vocat1ona1 Rehab111- .

tat1on Department of Housing and Urban Development', and the NIMH Com-

v . e

mun1ty Support Program
I
‘Community Mental Health. Center Leg1slat1on :

i}

: As a result of broad national dlscontent with the state mental

mm&mm&ﬂeahh— was -
| established by Congress under the Mental Health Study Act of 1955 Al- |

though the Joint Conmlss1on d1d not propose the commlm1ty mental health

center conce'pt , it’(:arefully documented the need to abandon the large -

’

state ;nentallhospital program and to treat the_mentallyfill in their own" L

- . X . L -
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communities | In respons2 to the J01nt Comm1sslon s studya NIMH's d1rector ,
Robert Felix proposed the concept of the commun1ty mcntal health center. )
In February, 1963, in a spec1a1 message to Congress, President '

Kennedy proposed the idea of a national system of community. mental health
centers.* Kennedy s proposal became the Commun1ty Mental Health Centers
Act of 1963. Each federally fundedrcommunlty mental health center is re-
duired to provide at least -five essentialbservices- (1) inpatient care
for persons need1ng intensive or full- time care; (2) outpat1ent care for
the entire popu1at1on in their catchment area, .(3) partial. hosp1ta11zat1on
for those needing day or nlght ‘care but able to function the rest of the '
time in the neighbo?hood; (4) emergency care for a 24-hour basis by one of *
the above three serylces; (5) consultation and.education for'community
groups, profess1ona1 and non-professional. The QMIC's are-organized
around the tradltlonal medical model of 1npat1ent/outpat1ent services.

. However, the consultation and public educat1on serv1ces extend the scope

. of the CMHC beyond the ql1n1ca1 setting to the organ1zatlon of ne1ghborhood

" groups and’ 1nst1tut1ons The consultation and public educat1on services
1prov1de the opportun1ty for CMHL's to support ex1st1ng soc1a1 networks j

» land neighborhood organ1zat1ons which strengthen individual and family I
A_resources. N

The newer Community Mental Health Centers Amendments of 1975 (42 USC

-___2689)~mandated CMHC s to pwov1de the follow1ng services: (l)minpatient/

\

outpatient serv1ces and day care/part1a1 hosp1ta112at1on,_wu

;

_ *For an analys1s of the pol1t1cs of the process resu1t1ng in the Commnity =
Mental Health Centers Act, see Bloom (1977), Foley (1975), and Re1chenbach o
(1978). o . , o

. .\\, .
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(2) ;specialized services, for children; (3) speciali_zed"services for the
el'derly.;. ()] coneultation and education services; (Sj assistance to
courts and public agencies in referral of '_'c?_lient's to state mental health
facilities; (6) follow-up-care for residents of catchment area released
" from mental health facilities; (7 'transitipnal halfway house 'services;l
(8) alcoholism and drug abuse programs ‘ S . -
A GAO (1974:67) report that rev1ewed the: p011c1es of the QHC's
.found that QHC's had mcreased the acce551b111ty, quantity,-type of com-
_ munity serv1ces available and the respon51veness of mental health ser-
vices to individual needs The same study also 1nd1cated that OvHC'
had not been fully effective in the preventlon of unnecessary adxmssmns
to public mental h05p1tals the provision of treatment and care of 1nd.1-
v1duals released from these institutions, or the development of a coord1-

nated svstem of care for the mentally 111 The GAO (1974: 67) concluded

: It appedrs that, in some cases, psychotroplc drugs and other :
\ . Federal programs, such as Medicare and other public assistance .
\ programs, have had more of.a direct impact on |the reduction of : ,
-\\ mental h05p1tals than the QWHC program. ' /’ \

Recogmzlng the need for mprovements in commlniity mental heal
the Special

y, center practlces, Congress passed two p1el

ces of 1eg1ilat10n
Health Revenue Sharing Act of 1975 and the Oommumty dent27 r\Health Cen- o,

_ ters Amendments of 1975 (Pub11c Law 94- 63) The- Spec al- P/{ealth Rev nue

Sharlng Act works to ellmmate mapproprlate placement of’ the mentally

i11° in 1nst1tut10ns and to insure the ava11ab111ty of the right noninsti-

tutional services for these individuals. " The” legislation assists
courts and other ptblic and private agencies in the-provision of fopllow--

up care by |QHC's fo\r‘persons released from state hospitals. .The ct
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provides that at least 15. percent of each state's allotnentﬂfor~comprehen-
sive publlc health- serv1ces be used only for mental health serv1ces and that
at least 70 percent of these funds be prov1ded for communlty services.

During 1975 flscal year $90 million was appropr1ated for comprehen51ve
public health services. At least $13.5 m1111on was to be allocated to mental
health programs and $9. 5 for conmuni ty- based mental health services.

The 1975 Communlty Mental Health—hmendments Act added four new requ1red e
services for CMIC's: (1) a551stance to courts and other publlc agencies in
screen1ng whether residents of the center s catchment area should be referred

“to a state mental hospltal or-to treatment at the CMHC fac111t1es, (2).pro-... c;
‘vision of follow-up care for residents of the centers catchment.area_who :
have been discharged from mental 1nstitut1ons, (3) a program of tran51t10na1
; halfway houses for the mentally i1l resldents of their catchment area; (4)
‘ proV1sxon\of governing boards of the CMHC. The governing boards are intended -
to represent residents of the'Center'sfcatchment areaéireflect the-demographic
~ characteristics of the 'arca, mect regularly to set general pollc1es for the
_ CVHC, and assure that at least one-half of its members . are not professlonal
health,prov1ders. However with the Community Mental Health Centers Exten-.
- sion Act of 1978 (42 USC. 2689) CM%C' operated by hObpltalS or government
agenc1es ga1ned a loophole to commun1ty control efforts.. Adv1sory boards
might be substltuted for governlng boards }
i . By July, 1975 " NIMH allocated construction and stafflng grants of
'$l 2 b11110n to 603 CMHC's serv1ng 41% of the U.S. populatlon (Gao, 1977

T 68). Construct1on grafits 1ncluded up to 66%. of the costs in nonpoverty

o
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areas and up to 90% in poverty areas. Staffing grants_are-awarded(on a
dec11n1ng basis. over an e1ght year perlod They range from 30i75%'in
nonpoverty areas to 70 90%- 1n poverty areas (GAO, 1977:68).

Despite the formal goals of (MHC legislation only m1nor attention
has been paid to commumnity support systems. The weakest links in the
| EMHC system are between-the centers and .the surrounding community. A
review of (MHC activities suggests that the consultation and education

services for communi ty groups has ‘been one of the least active serv1ces

’

Federal support has remained focused on the more traditional profess1onal.

~services delivered within a commmity context. ’ )

'Commuruty Mental Health Systems v R

Currently, the Carter adm1n1strat1on supports leg1slat1on a1med at
the development of a comprehens1ve nat1onal mental health pollcy

The adm1n15trat1on s draft of the Community Mental. Health Systens

Act includes the following oh3ect1ves: the more effect1ve use of feder-

al, state, local, and private mental health and human resources through
1mproved State management; the development of community-basedlservices
for spec1al populat1ons including ch1ldren and youth the aged the
chron1cally mentally ill, racial and ethn1c m1nor1t1es, ‘the poor and
“rural groups; " the nun1mlzat1on of unnecessary 1nst1tut1onal1zatlon and

assurance of long-term re51dent1al care in the least restrictive environ- _

men the integrat1on of general health and mental health serV1ces, Te-

newed empha51s on prevent1ve programs, and the encouragement of mental

~ health profess1onals to work in the unserved ‘and underserved areas.
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'Ihi-sf legislation, in Iresponse to ‘the Presideﬁt's Commission on

| Mental Health, strongly\b‘aeks the concept of comm.mity‘ sﬁpport systems..
'Core service agencies are to be funded for the development of social
support systéHI:s wifhin their communities. Fu'n'ding for the community

' based mental health services will be provided through several .new cate-
gories of awards for the assessme'nt of communify needs and Oper;fional
. plans; initiation awards to target populations (i.e.; ethnic minorities,
children and youth, etc.); fleXible plans to include services as the
‘neighborhoods need them until finally reaching a comprehensive mental

health service system for the entire population; ‘the linkage ‘of mental

‘health services to primary health care facilities; and continued sup"-
port for the nonrevenue-producing services of CMIC's whose development

grants have ended.

N )

Medicaid B .
— <. N~ |

Medicaid is the most important. fe\dez\f\ally.suppofted program influ-
encing the process of deipstitutio_nalizat'ion\.‘*\ The Medicaid program has
contributed to the welfare of the meﬁtally i1l byx\thg imposition of
' mihirﬁum réquireme,ﬁts. Qn_'the qualit}; of i stitutionél cé\re\___in mental

hospitals, nursing, and intermediate care facilities. Hov’vevér,\yvithout

. \ "
*Medicare and Medicaid.are regarded as two of the most important pieces
of social welfare legislation since the New Deal) 'Medicare provided for
insurance to cover hospital and related care for persons aged 65 and
- over. The program was to be administered by the federal government and
financed by an addition to the mandatory employer-employee contributory
- payroll tax that already financed retirement pensions: Title XIX-

* Medicaid-provided—federal -grants to match state programg of hospital
and medical services for welfare recipients and the medically indigent.'
(National Asso‘ciati/Jn_of Social Workers, 1977:527). '

.
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ava11ab1e alternative connunuty placenent Med1ca1d funding for/nurslng
homes has contributed to the tremendous growth of nursing home/fac111t1eq
Moreover, nursing homes often cannot pr0V1de for the spec1a1/need5 of the
nentally i11 (GAO 1977:85). |

/
Day care services for the mentally dlqabled are not ava11ab1e or

“available only to a very limited extent wnder Medicaid. //Coverage of out-

pat1ent services 1n mental health c11n1cs is also qu1te 1imited.

Home health care, usually for phy51ca1 d1sab111t1eq, comes under
Medicaid and Med1care coverage. -However, the mentally ill not confined
to their homes are not entitled to_ home health qervices | |

Federal 1eg1slat1on and HEN “regulations proH1b1t “the- use of*&edr_—‘ -

ca1d funds for those under 65 in mental hospltalé except for 1nd1v1duals

' under 21 years in accred1ted psychiatric fac111t1es " The mentally ill
: /

’ under 65 living in halfway houses would not h/ entitled to Medicaid re-

' 1mbursements acc rding to HEW regulatlons : The_same persons living in

Q?nur51ng homes would quallfy for Med1ca1d L

: Wed1ca1d expendltures for mental health services. for 1977 are shown

J

. /
_in Table 2. Nurs1ng homes received over 53 percent of the Med1ca1d

~ budget compared to 2.4 percent for commun1ty mental health centers, -In

1974 Medicaid contributed natienally about 60 percent of the cost of

nurs1ng homes v Medie;re paid some seven percent of the bill (National

. Association of Soc1a1 Workers, 1977:1011) . Federal fundinglthrough

Medicaid makes nursing homes. the primary destinatipn of patients’ieaving
. i ‘ C)

Yau

pwblic mental institutions. - ,. ,

/

N
e ¢
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Table 2

Medicaid Expenditures for Mental Health Services®

FY 1977

_ > . Estlmated Expendltures
Type of Care or Service * (millions of dollars) Percentqge

State, County and Private Mental ' - o
Institutions and Psychiatric H05p1tals -$§ 558 . . 13.6

General Hospital, Inpatient, Out-
patient and Emergency Care, Related

to Mental Health $ 185 L 4.5
Commmity Mental Health Centers $ 100 - 2.4
Private Free-Standing Clinics $ 25 0.6 _
Pﬁysicians.aﬁd other’ Practitioners -5 82 : .2.0
Nursing Homes ' : .: $2,189 - 53.5
ICF/MRs ' § 702 17.2
Residential Treatment Facilities, ‘ |
Rehabilitation and Children's I -
Programs : . o § 1m0 2.2
Drugs | _ $ 110 o 2.2
TOTAL $4,001 100.0%

aEstlmates 1nc1ude direct costs to Medicaid for mental 111ness and
retardation. Source: Pre51dent [ Comm1551on on Mental Health, 1978 :
"Vol. II, p. .520.

59
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Medicare

Medicare is a federal health insurance program ava1lab1e for the
aged, 1nd1v1duals entitled to Soc1a1 Security D1sab111ty Insurance for
at least 24 consecutive months, and for a few others. Med1care coverage
~of outpatlent/mental health care is limited to one-half the cost or
$250/yr. , whichever is less. The dellar limit has not 1ncreased 51nce
1965. NIMI recognizes that these limitations on outpatlent cOVerage
are cdn;rary to their deinstitutionalization policies (GAO, 1977:115).
" Medicare provideé limited inpafient care in state mental hospitals (190
days for life) and more extensive coverage in generai hospitals. Medicare
also provides_funds to nursing homeé'that are licensed aé”extended”care T
facilities " Funds are limited for post-hosp1ta1 care for spec1f1c per1ods

of time (Nat1ona1 Association of Soc1a1 Workers, 1977: 1011)

Supplemental Security Income Program

Administered by the Social Security Administfation, the Supplemenfal
Securitvancome Program (SSI) prcvides a'uniform nat%cnal minimum cash’
income fer the aged, blind, and disabled. Under th%s progfam, individuals
could receive up to $167.80 a month in July, 1976. ‘A large mumber of - |
mentally disabled persons who have been placed in 'substandard facilities
. or have not been prov1ded'necessary serv1ces ‘have been receiving SSI
paymenté (GAO, 1977:125j; A 1975 HEW study found that 75 percent of
the individuals in fesidential care facilities in six bf seven sfates'
,had not received rehab111tat1ve serv1ces (GAO 1977: 125) Except for "ff*f
;,a1c0h011cs, drug add1cts, and dlsabled rec1p1ents, federal p011c1es do.

. not demand that SSI c11ents have treatment plans or spec1f1ed services.
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///According to a GAO (1977:126) report, operators of nursing homes have

abused SSI benefits by crowding indtviduals into substandard facilities
to increase their prof1ts |

The Social Security Act prohibits payments of SSI to persons in
public institutions. In November, 1975, 47 percent of the 603 CMiC's
were publicly sponsored.l Residents of these eheltered homes, halfway
house%'or hotels could not receive SSI funds. Similarly, reqidenté of
hous1ng programs run by state or local governments were not eligible
- for SSI payments The GAO report (1977:128) concluded that:
by authorizing Medicaid .reimbursements for the care of persons
in large publicly run institutions and in*nursing homes, but

not in smaller, publicly run commmity-based facilities "like

group homes or hotels under SSI, the Federal government is pro-
~ viding financial disincentives to care in least restrictive en-
vironments.

- 8SI payments to persons are reduced when support is:provided by -

publio'agencies. To maximize federal funding sources, these reductions.

encourage states to place individuals in private nmrsing homes or inter-
umedlate care facilities. | |
More recently, changes in the federal law have favored pub11c1y-

facilities. The Unemployment Compensatlon Amendment of 1976 (PL94-f66)

excludes pub11c1y operated communlty re51dences for 16 or 1ess from the . .
definition of public institutions (GAO 1977 132). Consequently “re51dentsﬂ,///
are now e11g1b1e for SSI payments. . Other new 1eg151at1on proV1des that

state and local government subsidies to_ SSI recipients will not reduce ‘

AN

~ their SSI benefits. . , o

Department of Labor and Vocational Rehabilitation

Local opportunities for work offer strong communlty Supports for

'the mentally ill. With the new Rehab111tatlon Act of 1973, vocational
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cess of de1nst1tut10na11zat10n
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rehabilitation programs are required for the chronicelly mentally ill.
Previously, programs focpsed on individuals only slightly disadvantaged.
However, the Rehabilitation Services Administration haélnot_focused |
ciéarly'on deinstitutionalization as a,main'goai of its programs (GAQ,
1977: 152) Vocational rehabilitation for the chronically mentally ill
has not'been a h1gh pr10r1ty interest of states. |

: A 1975 HEW report showed that nationally there are more than 3,000

sheltered workshops The Department of Labor allows 2,700 to pay less

than minimum Federal wages. The programs serve 410,000 clients yearly,

of which 72 percent are menta11y disabled (53 percent mentally retarded

.and 19 percent mentally il11) (GAO, 1977:166). The workshops are suc-

cessful in reducing the number and severity of problems’of the mentally

disabled. However, their achievements have been limited insofar as

‘placing clients in competitive, long-term employment in the neighborhood.

In'the past, workshops placed only 10 percent of their clients yearly in
compet1t1ve employment usually low- pay1ng, serv1ce JObS

Section 503 of the amended Rehabilitation Act of 1973 and Depart-
ment of Labor|regu1ation§ requires Federal contractors with more ‘than
$2,500 work to take affirmative action ‘to employ handicappéd persons.
Yet, the Labor Department has conducted little mon1tor1ng of the imple-
mentation of this regulation (GAO, 1977: 169). '

The Comprehensive Employment and Training Act (CETA) requires pro-

grams for the menta11y dlsabled /However there has been little Federal

effort to systematically utilize CETA programs for supportlng the pro-

e | . R ' ‘_c, : N_..B.ZA;—;W
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Department of Housingﬁand Urban Development - - \

\

Housing is a critical element in' any program intended to foster
social-and community supports for the mentally i11. Although HUD
officials agree that the Department's prOgrams could be used to further
Federal deinstitutionalization programs, HUD has not developed strong

policies for housing the mentally: dlsabled St111 there are some ef-

forts to serve the mentally i11's housing needs in HUD's more recent

programs.
The Housing and Commun1ty Development Act of 1974 changed the defi- | -
nition of\hand1capped to include non-physical 1mpa1rments and Spec1f1callyﬁ
included the developmentally‘disabled in the new definition;~wHoreoverngpw~J~w
. in Section 8 of the 1974 Act, the Federal government supports. the New |
York City Housing Author1ty to ”make monthly payments to a landlord on
behalf of an eligible tenant that will const1tutevthe difference between‘
the rent that the tenant can afford to pay for the apartment.. and the
full rent for the apartment." (New York C1ty Housing Author1ty, 1979)
These rent subsidies are important for help1ng low-income households:
T to obtain affordable, apartments.
In January; 1976, HUD amended its commmity deve10pment’grant pro; )
gram to exclude group homes halfway houses sheltered workshops and
central social service facilities from fund1ng under that program, How-
ever, in August, 1976, the Hou51ng Author1zat1on Act of 1976 added
centers for the handicapped as facilities 1nc1uded in the Commun1ty -
Development Program Moreover, under this act (PL 94-375), the: Value ‘of
housing a551stance provided by HUD may not be counted as 1ncome for ‘the.

determ1nat1on of el1g1b1l1ty for SSI.
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HUD's Urban Homosteadtng Division focuses on communlty supports of
"potential use for housing mentally ill persons..lIn an attempt to revi-
talize or stabilize n01ghborhoods HUD transferg the title of houses a-
bandoned or foreclosed to the municipality. The city leases, the dwell-
ing to a horesteader for a nomlnal fee (i. e., $l). The Hbmesteader may

obtain a low interest loan for renovatlon of the dwellipg. ‘After living |

. in the housc for three years, the homesteader rece1ve the title. At

l .

present, only a small number of HUD foreclosed homes/have been set aside
for the homesteading programs. ln addltlon mun1c'pal1t1es hold the bulk {
‘ of inner city abandoned homes. They are unwilling to give them away to |
“"*homesteaders—wpreferrlng 1nstead to auction off the hou51ng F1nally,
| HUD programs have 1nvolved.ma1n1y one-and tw -fam1ly,dwell1ngs.~ Mul t1-
Lan1ly dwelllnﬂ‘.'PﬂftibUIQTLY suited for ¢ artmenta for/the mentally ill
or halfway houses, are not included in t éZi programs (Hanley, 1979) .
cheral efforts focUs1ng on the 1 4Zer issue of commum1ty development
have been less successful. From the/éZrly HUD sponsored "new towns in
town" projects (Derthlck 1972) jg/the stalled Charlotte Street prOJect
in the heart of -the South Bronx, the federal government has falled to co-
ordinate .its programs with local governmentq Part1cularly, the New York
City Board of Eatlmates reJectlon of the Charlotte Street hou51np nro-
ject showed publlcly the dev151veness of borough politics in competltlon
for federally funded urban renewal prOJects (New York Times, Feb. 25, |
1979). In the end, individual housing prOJects, llke the homesteading
program, depend upon the larger communlty development projects for the1r

-

contlnued success.
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NIMi Community Support Program ..

. In 1978,)HNH began its pilot Community Support Program, So far,
19 state mental health agencies have been awarded contracté with NIMH
amounfing to $3,5 million. The NIMH Community Support PrOfram Guide-
lines of 1977 focus on '"severely mentally' disabled adults whose primary
Qisability is emotional andvar whoﬁ 1ong-term'24-hour nursing care is
inappropriate.” It is estimated {hat this population nationally is more
’than 1.5 million (Turner & TenHoor, 1978).  The NIMH guide ines for
v.the Commmity Support Program define the communit} support systemfaéz
| a network of caring and responsible peoble committed to assist-

-ing a vulnerable population to meet their needs and to develop
their potential without being unnecessarily isolated|or excluded

from the comunity (Turner § TenHoor, 1978:329). | |

 The Community Support Program provides two tyﬁes of'éontracts: 1) a .

strategy-development contract for state planning; - and (2)a community .
support system demons tration and replication contract to implement pilot
projects in local areas. The program specifies ten guidelines (see

Turner & TenHoor, 1978:329-330) which include a range of séfvices from

the prevention of secondary disabilities to rehabilitation, and long-term.

support for persons who will never'gain independence. Wit+in these guide-

lines, NIM{ mentions the need for. back up support to families,~friends,'-

andoconﬁunity membersf\\ d the need for job and ‘housing assistance for the
~_chronically mentally 11\
Balanced Service System conééQf used by the Joint Commission on Accredi-

tation of Hospitals as a basis for the accreditation of dwﬁPSW(Turner &

TenHoor, 1978:330). Both guideliﬁes ehcourage service planners to foster

natural support systems in communities.

The Commmity Support System is similar to the
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The NIM{ Community Support Program policy directly calls for "a
system of opportunltlcs not just a system of serv1ces" for the chroni-
cally mentally 111 (Turner & TenHoor, 1978 332) The psychosocial re- '
hab111tat10n program emphasizes the value of the social &nd communlty
SUpports in providing clients with choices and the opportunity to make O
v51gnlflcant contributions in their neighborhoods. The NIMH p011cy ex- |
plicitly tries to avoid the passive patient role w1th1n the institutional
or the community context Although self-hclp forms of assistance are not
directly mentloned NIMH gu1de11nes appedr compatible with. thls form of

soc1a1 support. /

Finally, the NIMH communlty support policies are designed for flex-

‘ 1b111ty through an organtzatlon that is functlonally spec1f1c rather -
than fac111ty spec1f1c (Turner & TenHoor, 1978:333). Indicative of this
approach is their 1nt?test in-the avoidance of dichotomized plannlng be-
tween 1nst1tut10na1/and commmity projects. One of the core agenc1es )
selected for the‘Ceﬁmuhity Support ProgramHWas the Harlem Valley Dsychiatric
Center which scrves a three cohnty area north of New York City.
, Policies of the State of New York

The Stzte of New York is using the basic NIMH Community SUpport Sys-
tem framework for the first stage. of its five-year plan. According to
Turner § }enHoor ¢1978:336) New York is one of the states that has taken i
“the stroﬁgest leadership in program development for Communlty Support
Systems’ (NYSDMH, 1978)' The main focus of the five-year plan for deinsti- .
tut1oﬁ;11zat1on developed under Governor Carey S admlnlstratlon 1q non-

. _/
tradltlonal mental health services for the chronically mentally i1l. Arthur
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Arnold, the chiefl architect ofithc Statc plan conceived the State's mental
health policy ns,tho following: ''The long range prospect is to get dollars
out of mental health and into the generic services that former paticnts need
most' (Herbert, 1978).

\ Arnold's plan is to link the mental health services agonoies‘with ex-

\ .
ternal agencies providing social welfare services (i.c., job training, hous-

ing, nutrition programs, ctc.). Only a-little more than $1 million of the ‘
$13.7 millionnbudgot for 1978 was appropriated for strictly mental health
services. The larger part of the fnnds was targeted for housing, transpor-
tation, shelteredbworkshops, case managors and other generic services;
The five-year plan intends to enlist substantial aid from the volun-
tary sector for its community supports program. However, State policies
are also ‘committed to assisting the State's mental health employeces affec-
ted by the deinstitutionalization plans. The State Office of. Mental Health
| is oommitting itself to state-run programs within the community programs
iand to retrain by 1981 at least 6,000 state employees for commmity jobs.
In 1975 the Task Force for Development of Community Residential and
 Rehabilitation Programs of the New York State Department of Mental Hygiene
emphasized the primary importance of the hone as a social-support in the
development of community programs for the mentally ill. In'New York City
the Pibly Fund sponsored the Group Apartment Living Program whose aim is
the admlnlstratlon of housing programs for patients. The Pibly Fund 1s
supported by New York‘State Office of Mental Health Community Resldence
B [

grants and individual residents. An average of 60 former patients have

/

been 11V1ng in 15 apartments located throughout the Bronx and in three

/"

i
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apurémcnﬁé in Manhattan. Since the program began in 1967, about 160 pa-
tients have lived in this housing program (Putter,107817é). The princi-
pal objective of the apartment program is to lncxcusc t fonnor pntlont%‘
resources for commmity 1ife by str ngthcning their soZiul notworkq, "inclu-

ding familics, kin, fricnds and st#ff mcmbors who visit the apartments.

New York/bity Policies
In rcéponsc to thc Qtutc'q olicies on dcinst'tutiohulizution New

York City's Departnent of Mental/ Health developed/its Plan for Communi ty

{
Support Systems. In its first phase of opcrat: 1, the City wus allocated
‘.$3 1 m1111on from a State budget of $13 7 millfon to contract for services

from %cptcmbcr 1978 through March 1979. lhc ity Department of MCntal

Health c<t1matcd some 40,000 cligible clicnys in 44 catchment aréas. After
two successive thrcc month /contracts, thc‘ ity Department of Mcntal Health
has now annualized its pz7nning for CSSHy ograms. In the 1979-80.fisca1

year, the city will reccive $5.8 millioy to fund 15 CSS Projects.

The main efforts for New York City CSS programs conccntrate on the es-
db11shmcnt of profcq ional groups t work with the chronlcally mentally
i1l in private pxopn1ctary homes foy adults (PPHA'S) and single room oc-

cupancy hqtels (SRO s). Staff me

ers will work to improve the quality of

life of residcnts by:

(1 1ncreased outreach soc1a11zat10n act1v1tlcs ,
(2) arrangemcnt for the provision of psychlatrlc serv1ces....
' and arrangcments fo med1ca1 care - :
(3) /prov151on of dgy, /evening and weekend programs as
well as links witly other. community programs
. (4) work with the res dence staff and landlords
 (5) work with other ity agencies to maximize the resources
/for the residents.  (NYC DMH, 1978b:11)




utlllzatlon rate by res1dents of the nur51ng homes and SRO's," the core N

* Mental Retardatlon,‘and Alcohollsm Serv1ces "and the New York State Offlce of
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Assumlno that the ex1st1ng communlty based services will have a low ?fffii'

y

agenc1es are mandated to:

(1) prov;de on-site competency tra1n1ng and cop1ng skill. programs
take' responsibility for-evaluating: what.additional services are
needed for impacted areas. proceed to develop prograns or

- subcentract to ' fill the gaps
(3) develop a plan which will 11nk the ex1st1ng dlscharge plann1ng
* in the State Psychiatric Centers, as well as that of the mun1c1-
pal and voluntary hosp1tals, to the program. o

- 4 ‘
(4) maximize other pavment/relmbursement sources for serv1ces and

- clients.....
(5) begin with an overall encompa551ng plan for the needs of de51g—
nated impact and target areas. .there will be a phase-in of . -~

' PPHA!b and SRO's in an: 1ncremental fashion to eventually include
all homes in a g1ven*1mpacted area. - (NYC DMH, 1978b:12)

ThE CSS program w1th1n the largest” Hlspanlc populatlontln*the c1ty 1s-~m-7¥%;

located in the South Bronx It is managed by the: L1ncoln Communlt) Hon1al

’

“Health Center and affiliated w1th Mlserlcordla Hospital Med]C¢1 Center.' The !

§ L1ncoln CMHC is respon51ble for the delivery of comprehen51ve mental health

services to a populat1on W1th1n its catchment area of 148 000 re51dents The |

. ethn1c comp051tlon of the area is 65 percent Puerto R1can and 35 percent black

b |

: Although the CSS program began only in March of 1979, the L1ncoln CMHC has-i
<

been operatlng for ten YCdTS. Originally started w1th federal ‘CMHC; stateh
' |

'and c1ty funds, fedz it funding ended two years ago. Currently the CMHC 1sra

”f‘supported by matchlng funds from the New York Department of Mental Healﬂl,'

(]
Wental Health Th1rd party naymentc (1 €.y Med1card) are 1ncluded w1th1n the

Clty s share of the budget
Fhe\Llncoln CSS progvam 1ntends to prov1de comprehen51ve\commun1ty aupl
port serviges to 70 €SS ellglble res1denta of the: South Bronx- and Hunts P01n

SN s
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- areas of the’ Bronx . By the end of flscal year 1980 the program ant1c1pates :

/

,,:]40 cllents Because of recent d1ff1cult1es 1n locatlng cllents e11g1ble

l

for the program, the staff has 1ncreased its outreach effy rts. Case managers'
r A

.are respon51ble for 1nsur1ng the 1mplementatlon ‘of each cli ent s. serV1ce plan -
'.developed coOperat1vely by the staff and client. The main lements of ‘the

~ Community Support System program include the following: (1) mental health.

servrces/outreach (2) medical care; (» day treatment, (C)) ompetency/surro-'r

gate. landlord; (5) homemaker serV1ces, (6) sheltered worksho 3 (D transpor-

- tation; {(8) case management (NYCDMH l§79b Jlncoln CMHC, Ma ch 1979)

Or1g1nally, staff at the L1ncoln (MHC perce1ved priorities for the CSS

program differently from those established by the State e1r prlor1t1es

) werehranked in this order: -(1j a housang/apartment program, (2) mental health

services; (3) day'treatment‘ (8 competencv skdlls‘prog am; (5) c0p1ng skills
program, (6) homemaker serv1ces, (7) housekeep1n0 serv'ces, (8) sheltered

workshOp, (93 transportat1on (NYCDMH, 1978b Append1 2:3). - The main d1fference

N\

is the 1mportance residents and staff of the Scuth TONX attach to need for
more housing programs. The L1ncoln staff requested a budget for ten 1ndepen- o

dent apartments for ex- mental pat1ents during the(f1rst year of CSS fund1ng

Thc Lincoln QMHC also 1ntended to establish a halfway house and supportive -
,communltv resldences The CMHC adV1sory ‘board later reJected the halfway |

house plan. ,Desplte strong pet1t1ons for an increased housing budget for the
!

CS% program, the State Office of Mental Health did not accept these changes.

Some effortlwas made to recognize the problem through the Surrogate Landlord ,,?37

IL

program Although no more, than 10 percent of adm1nlstrat1ve time- will be “

re1mbursable for locating and socurlng apartments, staff - are d1rected to f1nd
\J ) P - : R - \ » -



five apartments su1tab1e for ten c11ents however state“funds are very' C

11m1ted for meet1ng the costs of estab115h1ng the1r clients in the apart-

“ments. The SSI checks former. mental pat1ents receive will hardlv cover

the mov1ng in costs. The housing problem for former mental pat1ents is i ‘ ?

BN partlcularly press1ng since the Bronx Psych1atr1c Center POW has 100 pa- . |

~ tients from the Bronx who remain. hosp1ta11¢ed because of the lack of local
communlty res1dences for them. ~': 'j-- - o IR vj;

. The staff of the L1ncoln CSS Program are mostly b111ngua] -Yet the

program 'is not especially deslgned to locate and utilize culturally relo~ ,‘.

vant soc1a1 and community support In large part the deslgn of the State s

CSS programs has not been respons1ve to the pre551ng need for housing in

South Bronx.nerghborhoods. The ava11ab111ty of folk healers.and the resi-
lience of Puerto Rican famiiies are some of the main socialasupports the
CSS. program dOPS not addresq
Although the Hunts Point Multl Service Center” does not hold a state CSS -
Lcontract its organ12at1on and programs prov1de a strong example of soc1a1
and communlty support efforts Since 1967, the Hunts Point Mu1t1 SerV1ce -
~Center has opelated as a non- prof1t community organization serv1c1ng 50 -
60, 000 res1dents of South Bronx It is funded by. federal, state and city
sources Some 76 percent of the resldents in tho area are Hlspanlc (%0 percent .
of these Puerto Rlcan) and 13 percent are black. Hunts Point operates the
Mental Health Unit under a contract w1th the City Department of Mental Health.
The Hunts Polnt Center r//a front- runner in develop1ng the. concept of a :

' multi-service center. One centra11zed admlnlstratlon oversees the follow1ng

a



) programsf. comprehensiVe ambulatory health center, mental hea: h services,.man>-:;4;
power anH training, a parent and child center, family day ‘ re, alcohol1sm,
'ambulatory detoxification unit, methadonefmafntenance'tf tment. The essence

- of the programs is the helief in promoting’a holistic s/ise of health, combin- - Eé

ing mental, phys1cal and social well- belng Clients/’re‘encouraged notbto

sharply dlst1ngu1sh among the services they recelveL_ One may receive services .
T

_ }from the Mult1 Service Center ‘without be1ng 1dentif1ed as a mental pat1ent
an alcoholic. The comb1nat1on of serV1ces 1ncreaégs,aeee§§‘5’l1t- for H1span1c

.' N \ L
families (partlcularly males) who are reluctant to admlt emotional d1ff1cult1es.. 5

———~——1In add1t10n to the concept of a multi-service. cehter Hunts Po1nt has

maintained from its beginning one of the strongest examples les of commun1ty con- .
‘trol in the delivery of health.serv1ces. In 1967, res1dents of the Hunts Po1nt
area elected a 22 member Board of Directors. The~Board acting as the ma1n
pollcy maklng group for the Mult1 SerV1ce Center, reflects the local popula-’h
tion's demograph1c characteristics. Members serve for four year terms which
may be renewed only after a tWo ycar absence._ The Hunts Pofnt Mult1 SerV1ce
_ Center is one of the few organlzatlons where a commun1ty elected board deter-
mines the allocatlon‘of fundlng and evaluation of programs managed by the
Center.
The New York City Federatlon of antal Health, Mental Retardatlon and
Alcoholism Services is a program plann1ng and reV1ew organlzatlon consisting
of representat1ves of prov1der agenices and CONSumer :- These groups are man-
dated to play an advisory role to the Department of Mental Health,\Mental o

‘Retardation and Alcoholism Services on mental health service issues: The re- '
: . . A : , R

-
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“ﬁﬁnp* | N o - - ' |
- organization bf-the Federation's structure includes the creation of Mental

Health Counc1le for each borough. 'One of the/special.committees within this

Counc11 the Patient Care Committee, w111 be establlshed to. 1dent1fy prob-

' "Jlems-encountered by individuals seeklng\mental health services. The Commlt--"

‘tee will représent consumers and service provider agencies at city and state

“levels (NYCDMH, 1979a). - : T o - -

’ - _ _ , Jud1c1a1 Dec151ons

Recently federal court dec151ons have 1mposed Constitutional standards :

"~ on states c0ncerning the r1ghts of the mentally 111 The most 51gn1f1cant

court deC151ons 1nc1ude the r1ght of 1nvoluntary pat1ents to procedural

saEeguards (Lessard v. Schmldt 1972), the r1ght to treatment (Rouse V.

Cameron, 1966, and Wyatt v. Stlckney, 1972), the respon51b111ty to use the
least drastlc form of care (Lessard V. Schmldt 1972), the right of non-
dangerous 1nd1v1duals to freedom (O'Connor V. DonaldSOn 1975), and the

r1ght to treatment in the 1east restrictive alternatlve (Dlxon V. We1nberger, .

Kl

1975). On the whole the dec1slpns have 1ncreased_pressures for de1nst1tu—- \
(/ ot

tionallzatlon. - B ; PRI
The O'Connor V. Donaldson dec151on is one of the most 1mportant ones .
for the communitv Support programs[ The Court c0nc1uded ‘the folloW1ng ”A w

X
G

" State cannot const1tut10na11) c0nf1ne...a norn- dangerous individual who is w4

capable of surv1v1ng safely if freedom by h1mse1f or with the help of w1111ng

vy9 ]

;) i
and respcn51b1e famlly members or fr1ends. In a sec0nd deC151on, D1xon v..' L

'n’ N - [ i I8 [

o & i
We1nberger a class action suit a alnst St Ellzabeth's Hosp1ta1 the{Court

" ruled that mental patlcnts were guaranteed "sultab]c care. and . treatment under

. P
\ . : : B
. i hra R}

eI
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the least'restrictive conditions including placement of patients in commu-
nity-based care. '
Summary : .

Certalnly the main direction of current mental health p011C1eS supports

the funding of communtly based services. However a number of pollc1es man—'

i

dated by federal leg1slatlon (i. e. Mcd caid> have encouraged the growth of”’

nurslng homes and other 1ntermed1ate care fac1l1t1es to the exclus1on of.

other forms of social support'(i.e.v,self—help groups, family and friend- -

: i \ . .
ship networks). Some policies (i.e., Medicare) clearly encourage states to

lre1nst1tut1onal1ze 1ts pat1ents for fiscal purposes.
The commun1ty mental health leg1slat1on from the kennedy adm1n1stra-
" tion through ‘the Carter adm1n1strat1on has promoted communlty -based mental
-health serv1ces vary1ng from emphases on, trad1t1onal mental health services
llke c11n1ca1 outpat1ent services to 0ener1c services l1ke hous1ng, ‘welfare

and JOb trd1n1ng The c11ent populat1ons for these services have also chan-

ged in priority from all res1dents of the catchment areas (CMHC Act of 1963)

~ '

to special segments such as the chron1cally mentally ill, ethn1c m1nor1t1es,.
the poor children and youth, etc. " (Proposed Commun1ty Mental Health Systems
Act of 1979) The NIMH Commun1ty Support Program prov1des st tes W1th fur-
ther 1ncent1ves to develop commun1ty support organlzat1ons.

State and c1ty mental health policies follow the maJor guldel1nes es-
tablished by :federal leg1slat10n and sources of/fundlng Yet spec1al\soc1al
‘nnd polltlcal env1ronments change state and city pol1c1es. As will be dis-
cussed later, powerful tnions of state mental health workers limit the funds‘

avallable for the" promot1on of 1ocal self- help and ne1ghborhood voluntary

'
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associations. The part1cular urban context for New York City' S‘mental

“health-services encourages the. development of pol1c1es related to s1ngle. - ,/f

Toom occupancy hotels high density poverty areas, and ethn1c m1nor1t1es,’
In all, current federal state and city pol1c1es affect cmnmun1ty

mental health programs in d1verse~ways Most leg1slat1on promotes the 'k
, development of convent1onal ‘community-based serv1ces like nurs1ng homes

Government policies attribute little 1mportance to the strengthen1ng of

fam1l1es fr1endsh1p networks, self-help groups or other non- profess1onal

neighborhood organ1zat1ons Several Federal agenc1es such as/ HUD NIMH,

WV

"and the Department of Labor hold the financial resources to encourage so—

cial and c mmun1ty support programs. However they. have yet to organ1ze

a comprghensive policy directed toward this goal. //”

~J
<
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CHAPTER TV
PUBLIC POLICY OPTIONS | o

1 have'grouped thefmain policy options for social and community‘sup-..
port programs to H1span1c populatlons into three bas1c categorles 1) a
manager1a1 fiscal model (2) a communlty development mode1 and (3) an
ethn1c m%del A managerlal fiscal mode1 focuses on strengthen1ng the
weax 11nkages among sociul support programs, de11ver1ng serv1ces through
trad1t10na1 federally reinbursable programs and express1ng concern for

fiscal accountab111ty A commun1ty development mode1 empha51zes_non—tra-

d1tlona1 ‘non- professlonal kinds of mental hea1th serV1ces, lower concern
for f1sca1 accountab111ty, greater 1nterest in the conmmm;ty control of
these programs, and‘greater interest in the econom1c and enylronmental cau-
ses of stress. The ethnic model focuses on culturally re1evant mental
v health programs. and the delivery of non- trad1t10na1 serv1ces to m1nor1ty.'
R ethn1c populatlons These ‘three models of pollcy optlons are not mutually
exclusive. They do, however, tend to emphaslze different concerns and

strategies for the delivery of mental health services.

/ \\\ B N TheuMangerje;jFiscal Model
'Recent'federal government reports on community mental health policies
reflected the manager1a1 -fiscal model (GAO 1977). The GAO (1977) attri-_
'buted the maJor problems associated w1th de1nst1tutlona112atlon to the
following factors: '
(1) "'the absence of an effective management system for clearly

defining obJectlves roles, and respons1b111ty for ‘monitoring.
.and evaluation to be done by various agenc1es,
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(2) . a lack of systematic ways to finance deinStitdtjonali;afion' '
which -assures that persons be placed in the least restrictive .
environment most appropriate to their;needs;

.(31 a lack of criteria for defining acceptable or adequate co’ "i-
ty' placement.'" (GAO, 1977:173). a , - mmun

The last threé GAOIreports on the issue of deinséitutionalizatibn (GAO;
v1977, 1974, 1971) emphasized fiscal planning and a¢gounting éystémé,
‘infbrmation.sysfems to determine commuﬁity ﬁeéds; and progfam cobrding-l.
‘tion. and evéluation..' N | |

Focus ‘of Services

.\_a\i

The importance of managerial expertise can beiéppfeciated knowing -

that 11 major Federal departments and agencies administer:over 135 pro-
grams for the mentally disabled (GAO, 1977:28). The OMB, .Federal fegion-

councils, HUD, theiDepartment of Labor, and even HEW have failed to-

-~

~ ' : =
develop adequate planning policies for the implementation of community
. ) . ¢ . ) o "-.\
support systems. Within the Department of Health, Education and Welfare,

the deinstitutionalization strategy faltered because: .

the agency primarily concerned with the méntally ill--NIMH-- (1) pro-
-vides only a small portion of the funds needed and used for deinsti-
tutionalization (and devélopment of commumity support services);

(2) exerts only a limited influence and no authority over other agen-

* cies, and (3) does not have authority or responsibility for monito- .

ring, evaluating, and enforcing standards and requirements under
other programs .serving the mentally disabled (GAO, 1977:36).

Summarizing thé NIMH Commmity Support Prograh,_Turner and Teanor.,;]n
/ : o - .

| (1978:323).conc1uded that simila~r conditions'prevail at state and local
levels: | ' '

. No one agency at any leﬁel has been clearly charged with responsibi-

- Yity for comprchensive assessments of mental health and commmity
support needs of the mentally disabled, planning and implementating
a system to assure the rieeds are met, and monitoring the quality of

. both institutional and commmnity programs. o

1

{
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- Responsibilities for management of the deinstitutionalization process are
_ fragmented across three levels of .government, and among numerous health,
mental health,'and human service~aéencies.

‘ Resource Base

The managerlal -fiscal model focuses on“strengthenlng linkages among
the more convent1ona1 mental health service proV1ders _ In New York City,
;,fthe Interagency Task Force on Problems of De1nst1tutiona112atlon and the -

Chronically Mentally 111 (NYC DMH, 1978d)recommended the estab11shment of
~an.official executlve level city 1nteragency mechanlsm to coord1nate adm1-'
1 n1strat1ve p011c1es related to the prov151on of services to the chron1ca11y

mentally 111 This Commission places the respon51b111ty for financial sup-
port for de1nst1tutlona112atlon services on the state as opposed to the
-federal government.’ Proposals were made for .a single integrated system of
mental health services. Slmilarly, the GAO (1977:183) recommends the con- '
solidation of the Special Health Revenue Sharing program admlnlstered by

: the states and CMHC grants which are made d1rect1y to local organ1zatlons byl
“the federal government. ‘

The Task Panel Report on Communlty Support (Pre51dent's Comm15551on on
-Mental Health, 1978a)empha51zed improving 11nkages between natural he1p1ng
networks and professional source help. The President's Comm1551on (1978a)
recommended the use of case managers to integrate the fragmented mental.
heaith services available to their clients. The liaisontrole of the case
manager serves an enab11ng functlon for a person S problems by mapping |
out the. key re50urces in &’ person s environment and developlng an inter-

. vent1on strategy (Dokeckl, 1077 Hobbs, 1979). The manager1a1 concerns of

11alson workers should ‘be W1th the delivery of serV1ces to clients (New-

e
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" brough, 1977). Ideally, the- case manager develops programs where‘the
agency and the client benefit from the relat1onsh1p - The New York State
Five Year Mental Health Plan (1978) and the proposed federal Mental’ Health
.Systems Act place cons1derable emphasis on. the role of case managers to co- -
ordinate clients’~needs_with services pf provider agenc1es.
ln part, ‘the managerial-fiscal approachbattembts to deal with a di-
- lorma that has long troubled the welfare state-—the interface between pr1- ’
'iimary groups and large-scale bureaucratic organizations. Primary groups,

like the family or block associations,.best perform non-rout1ne tasks wh1le

. bureaucrat1c organizations perform rout1ne‘or.un1for1 tasks (L1twak 1978

62). .The dilemma arises when-organi .

un1form tasks Ideally,‘the'struCtureS”ofﬁboth“the“primary‘groups and

bureaucrac1es are needed For example, a mental~health agency handles the

un1form tasks of service delivery in 1nst1tut1ons while families and neigh-
. borhood groups concern themselves w1th the spec1al and different needs of

-,

former pat1ents in. commun1t1es Too close a relat1onsh1p between bureaucrat-
e and pr1mary\groups may lead to’ the destruct1on of one or .the other
(Litwak, 1978: 68) Families may lose their unique emot1onal support1ve sera
visc or bureaucrac1es can become too persona11st1c to funct1on effect1vely
The managerlal pol1cy focuses on ‘the l1nkages between the formal organ1za—
tions and local primary groups. These linkages may .take.the form of ‘decen-
tralized, store front services, case managers, voluntary associations, etc.
A more conservative managerial-fiscal policy will concentrate on inter-

organizational ties dmonq formal organizations instead of strengthen1ng ‘ \

the links between these organizations and primary groups 1n the communlty




vF1sca1 Accountab111ty

The managerlal fiscal model empha51zes program accountab111ty Al-
1
though federal 1eg1slat1on does not require it, the (MHC's have conduc-

ted to an unprecedented extent the monltorlng and evaluation of the1r
programs (Brown & Goldste1n 1978 1047) .. NIMH estab11shed review pro-
‘cedures for CMHC's which included an 1n1t1a1 51te visit’ as’ early as 90
days after rece1pt of a stafflng/constructlng grant. Annual visits. contin-
ue until the end of the grant support Grantee accountability stands as a

main goal of ‘this model for the delivery of mental health serv1ces

The manager1a1 flscal model places, great empha51s on f1nanc1ng pro-

fessional commun1ty based seTV1ceS" Although the popu1atlon of- pub11r men-'

';tal hospitals has dec11ned dramatlcally from 559,000 in 1955 to almost 150,

000 in 1979 (Klerman, 1979) the budgets 'supporting these institutions have

not decreased accord1ng1y Str1cter accred1tatlon criteria, strong union

opposltlon 1 staff cuts in 1nst1tutlons and other factors prevented the re-

-lease of funds from pub11c hospital to community service supports. Supple-

mental Security 1ncome and Medicaid prov1de major fiscal- 1ncent1ves to states '
to move mental patients in their institutions into nursing homes and other
Federally supported facilities. ' ‘

State and local governments encounter problems funding CMHC and other

communjfy-based mental health services. First, there is con51derab1e un-

-certa1nty concernlng fund1ng as federal stafflng grants decline over the

* years. ‘Second, the state's ability to prov1de suff1c1ent fund1ng for com-

mmity-based serv1ces is limited by the 1ncreased costs. of state- operated

mental health hosp1ta1 care. Th1rd out patient’ serV1ces are not federally

-
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re1mbursable when provided by mental health workers 1nd1v1dually or in
group se551ons, w1thout direct superv151on by a physician or psych1atrlst
Reimbursements to CMHC's and other agencies are very limited for non-tradi--

tional mental health services. -In all, innovative programs are difficult

\.. to fund.

A managerial-fiscal model focuses on mechanisms for the'reimbufsement

of social and community supports with the intention of Ving them formally

recognlzed parts of the mental health and health deliv ry system. However,
1t is uncertain to what extent non- profe551onal orga: 'zat1ons can be tied.
into the admlnlstrat1Ve structure involved w1th these.. fund1ng mechan1sms

without losing the1r or1g1nal reason for ex1sten9 For example sp1r1tlsts

conslder that their powers for resolV1ng problems derive from supernarural\
sources. To consider direct government funding for these serV1ces would be:
an 1nsu1t to the folk healers | 81m1larly, rany self—help groups are defen-
sive about accepting financial support from external sources However,
’.other organizations, block associations, for example, may readily accept

government funding.

* Time Horizon

A manager1al f1scal model holds a shorter time perspect1ve thanthe com-
munity . development and ethnic models - Tied to the h1gh prlorlty on fiscal
accountability is the view that social and commun1ty support programs ought
to provide concrete evidence of improvement w1th1n a six- month period. The

demand for fast results 1imits the nature of the social support programs

this perspective considers.

81
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Political Concern \ - : | -

The—managerlal flscal mode1 av01ds p011t1c121ng its pollcy Optlons.
For 1nstance onoGAO study (1974) showed the scarc11y of non-federal fund-
- ing. for communlty mental health centers. Moreover, the alternative o ,%ﬁ

sources of funding available (self-pay, third-party, state fundidg, etc. )

promote the more 1nst1tut10na1 services in opp051t10n to the communlty 1

support systems approach Funds are provided under ‘Medicaid for sk111ed ) T

nur51ng facilities (SNF) and forlntermedlate:care fac111t1es (ICF) How-
ever, l}ttle money is ava11ab1e for non- trad1t1ona1 services. e
study demonstrated that the CMHC grant requ1rements for mat/ ing funds

and other federal policies are blased aga:nst‘EMB rograms in low 1ncome

\\

areas. Nevertheless, the GAO (1974 122) proceeded to support”the develo
ment of COMAC™'s plans for self suff1c1ent financing and to expand the ser-
vices ava11ab1e through third-party payments for non-physician servi ea
(Siegal and Doty,'1979:61). The GAO ignored the political implicatipns
of their earlier frndings since they were unwilling to-challenge strong

- _ A
-interest groups supporting the alternative funding.

. | ‘ Commun1ty Development Model
From the communlty development perspectlve the issue prior to the
'1ntegrat1on of mental hea1th and health serv1ces or to the development
of culturally relevant programs 1s the constructlon of p011c1es wh1ch S
strengthen the ne1ghborhood\or the *arger communlty (Breton, 1964, Napar-

' stek & Haskell, 1978 ‘Warren § Warren 1977) A be}1ef 1n the v1ab111ty

'::of the neighborhood as the ba51s,for the delivery of mental health services
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‘to ethn fc minorities or other groups is strongly held by 1 onts - f
this ro dél.'JThis approach argues’ that neighborhoods shou. ' mne their\

o needs and build upon their own strengths. The model begins with the-
1ncal social networks rath 2T than the profess1onal agency netw rks as pos-

sible supports for the delivery of mental health services. Th commun1ty

“\

development model focuses on building linkages between nelghbe hoed orga-

’ nizations and professional agencies without coopting the.grass-roots or-
ganizatiens. 'These linkages may be forged Byhcommmnity advegates..:lhe

~ udvocacy role is played'by professionals or local residents. The com-

" munity contfols\mental *calth programs. Housing and neighborhood re- “
vitalizations are important issues¢in the community development model.
Although the;neighborhoqg,is also a focus for the ethnic model, the com-
mﬁnity development model deeg not require an ethnicbcomponent. Fiscal
constraints are not a high pfiqrity.

Scele and Focus of Services.

A

Frquthe_point of view of a community development.model, small-

! N 4

~ scale o&ganizatien is vital. Mental health serv1ces should be locallzed

in small ne1ghborhood areas so ) that the mental health center staff can be-

come familiar with the formal and informal, social supports of speC1f1c N
nelghborhoods.‘ The commun1ty development model par%}cularly reJects\thﬂ
administrative nnits (c%tchment ateas) used to develpp the geograehlcal
l}ﬁ§ts of the communitytmental health_centers; Residents themselves
should be allowed to define-their own community bomndaries.; Generally,"‘

: natural commuriities are assumed to exist.

Unlike the management perspectlve wh1c% tends to regard the indivi-
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dual as a focus of integrated agency servites or the ethnic model which
looks more at ethnic groups or individuais, the community develOpmeﬁt
.model expreéses direct concerﬁ for the community or neighborhood. This
view is cleérly_expressed by Smith and Hobbs (1966:9) :

It is not just. an individual who has faltered; the social sys-,
tems in which he is embedded through family, a schooljor job,
through religious affiliation or through friendship, have
failed to sustain him as an effective participant. From this
view of mental disorder as rooted in the social systems i..

which the troubled person participates, it follows that the.

. objective of the center staff should be {0 help the various

.. social systems of which the community is composed to '

. function in wdys that develop and sustain the effectiveness :
of the individuals who take part in them, and to help these Al
comnunity systems.regroup their forces to support the person o
who runs into trouble. S L

' AN : ‘ J
A healthy community is prior to individual mental health.

~r

Resource Base

-~ The commnnify developmeﬁt model considers that the federal and.sfafé
mental health programs-fail to use the existing resource$ in neiéhborhdods.
The informal social and community supports are p?rtic&lariy;negleéfgd.

For the community_develqpment model, block asépciafions, Qoluntary CQurch
groups, s@cidliclubs, and other neighborhéod based o;ganiiations arevégn-‘
sidered important soc@al.suppoft;. - ) i_ l“\"
The decentralization of services, in itself, will not provide the re-
‘'sources needed for Communi ty based mental .health programs. This model at-
tenpts to strengthgy/fhe links betweeh.neighbqrhood supports and the pro-1 »
: fessjonal suppbrfs needed to creaté a cbmpreheﬁsive social support sy§téﬁ:
Currént’community,déVelopmént models fgcognize ﬁhat structu;af‘obstaélés';

* . in the large federal, state‘and city context create disincentives for neigh-

]
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borhood revitalization: AFor instance,_umequai distribution of mumnicipal

‘services‘weakens the‘locai resources for building and maintaining informal

‘neighborhood sociai supports for the mentally ill. Consequently; advocates
) of the community'development model realize the need to strengthen ties be-
/ twten ne1ghborhood organlzatlons and outslde agenc1es. |

Housing, in all respects, plays a major role for community develop-"

ment programs. In this case, the housing inﬁerests of the mentally ill
are particularlf important. Alternative living arrangements for deinsti- .
tutionalized patients include foster fandly care, halfmay houses,-oommunity

residences, cooperative apartments and lodges. Goldmefer (1978:159) re-

M views three different program styles for housing: a'managerial modei, a
medical model\ and a family/vocational model. For the medioai“model, hous- -
ing agencies are closely linked to hosp1ta1s and CMHC's. in the.family/
vocatlonai model, there is more concern for extended- fam11y type apartments
(i.c., Fountain Holse in New York C1ty) Whatever the arrangements; hous-
ing -is one of th//hrghest priority 1tems in the community development model.

A centrai issue concerns the acceptance of hou51ng for the menta11y
i1l by ne1ghborhood res1dents Because of the stigma attached tO/mental
illness, problenB\of zoning, property values and other factors, most com-
mun1t1es are reluctant if not hostile to proposals for estabiishing

~ community resldences in their areas. Cooperative apartments are more

iacceptable to local res1dents when there are fewer (generally no more than

four) persons per apartment and- these apartments are dispersed across the

community. Other strategi€S to remain inconspicuous 1nc1udewthe use of
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only one apartment. in a building (Carpente , 1978:386).

Community’ Participation
~In the community development model, community control of the'mental

'health center's policies is essentlal (1978) outlined three basic
modes of citizen participation in community ntal health. In the flrst
f'model the e11t15t type, community repres ent:§hves sit on mental health
boards forlthe.purpose of public relations. These boards are BOt inten-
de& to reflect the interests of local consumers.; In the. adV1sory model ,
the second type, thehboards are powerless in thefface of budget and policy
decisions of the administration. However, local consumers participate in
board activities. 'With the third type, the consdmet\congrol model , com-
unity representatives not only participate in board\eetévities but
actually‘hold decision-making power. In-this last mo§é1, local consumers
: are involved in program selection, budget decisibhs ?hdlactual poli\ N
makiné.z In general, the community deve}opmeht modey:emphasizes the
devolution of_pdwer'toilocal consumers at the neighbqrhood level.

Fiscal Concerns \

Proponents of neighborhodd'enablement argue that "Money or rost
“sav1ng is not ard should not be the prime rationale for alteration in the
!_ways in which sch1ce§ are delivered" (Naparstek and Haskell, 1978 32)
Neighborhood gre)ps should be g1ven funds to use as they desire. "For
example, the, Zonsultatlon and Education Program. monles from the CMHC ,

legislation should be reworked to allow funds to g0 - to all communltles

regardless of whether they hold federally funded CMHC's (Naparstek, J978:
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32). Currently, non-profit organtzations-like churches, ethnic‘clubs,

~or block associations cannot receive Federal (MHC funding. Other studiee

have recommended that the ma1ntenance of network( of natural associations

(into al social networks) can be achieved with no greater coét or expen-

ditures[of professional time than is now'spent supporting the same group
|

of pat{ents in aptraditéonal medical model settingn(GarriEon, 1978:593).

I1me HOTlZOD

“

From the communlty development perspectlve) accountability for social
SUppoTt programs should be a long-term consideration. The kinds of grass-

rooté organlzatlon and community support programs 1mp1emented will show

meanlngful results only atter long per1ods of time. Communlty development
programs are seen as enta1L1ng t1me commitments of three to five years if
not longer. ' k

Political Coneern E - -

The roots of community development programs are nighly politicized
Communxty development prugrams often depend_gn_the;r—aballty to dcmand re-
sources from cutside agencies. Successful demand mak1ng 1nvolves the poli-
. tical orgar.ization of tHe community throuch block associations or other

neighborhood groups.

Ethnic Medel . .
- The ethnic policy opt10ns c01nc1de -losely with the commun1ty develop-
mtnt model. .\Moreoyer both models prefer not to focus on the management
and fiscal constraints placed on the mental health programs by federal

“state and local regulations. N v
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Focus of ‘Services

An cthnic model emphasizes the need to train more Hispanic American
professionals in the areas of psychiatry, psychology, psychiatric nursing
and social work. Olmedo and Iopez (1977) demonstrated the serious under-
rcprcqentatioh""‘of.vl-li%panicc in the main mental health professions. In
1971 only O. 54 percent ‘of the Amerlcan PsychJatr1c Association were Span-/
1sh-nJrnamed U.S. re51dents. There were only 0.5 percent Hispanic Psy-
chologists in 1973. From 1969 to 1974, 4 percent_of the Masters in So-

| cial Work graduates were of Hispanic or1g1n.. “A stody of public Health
stnfian in New York C1ty found that Puerto Ricans compr1sed only 2 per-
cent of the professional employees of the Health and Hospital Corporation
in 1071 (Alev. . 1978:59). Puerto Ricans were disproport1onately represen-
ted Ln:twc 1.wer-level occupations: operétires‘(ZS percent) and parapro-
fes s (47 percenr) The proportioh of Spanish-surnamed persons in
profcs<1onal and off1cc/cler1cal occupat1ons has remained the same from
1974" through 1977 (Alers, 1978: 65). )

Within the ethnic model, there'1s some tension between professionals
and paraprofessionals in'the delivery of mental health services. As con-
sumers , wthnic minorities are wary of programs which, under the guise»of
culturally-releventvserviceé, substitute less expensive, non-professional
workers where profes<1onals are really needed. However' sensitivity to
this problcm has also led to unnecessary relijance on professional personnel

~~dnd to the acceptance of the general medical model . For many services the
ethn1c model cons1ders non- profe551onal and non-traditional cultural/;up—
‘ports more appropr1ate. Presentl?, the ethn1c model appears to be tak1ng

the direction of increased profess1onal training.

o ; ) J ‘; o 8
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" Most cthnic models recommenid that mental health scrvices be provided
alpng with health, social welfare, cducational , cconomic and\légul survicés
in multi-purposc neighborhood centers (Padilla, Ruii, and Alverez, 1975;

Presidents Commission on Mental Health, 1978b; Alverez, 1974, Garrison,
: |

1978). ‘The Hispanic Panel rccomnended that Centros Familiarcs (Family Cen-

ters) provide these so:v1cc>. Other recommendations include store front
agencies similar to the older OEO antipoverty nclghborhood organlzatlons.
particular emphasis is placed on providing mental hcalth services within
the context of primary health care programs (Prcsident s_Conmn551on on
Mental llealth, 19785’;593).

Usually, the local mentql health services are available through com-
munity mental health céntcrs. The Miami Health Ecology Project (Garrison,
19793'1) was orguni:ed to provide for the spccial needs of sevéral subcul-
ruqu arcas within its Latchncnt arca. Ihc CMHC dcvelopOr srven miniclinics

1 che: n01ghborn00u>, stafflng thom w1th paraprof0551onals from the communlty"
ofessional mental hculth scrv1 os-are provided on a part-time basls. Each
miniclinic is directed by a ”culturc prokcr "% a social ‘scientist who does
not play the rnle of a mental health specrgllst. The culture brokcr/manl-‘
clinic directo; r>diates bétueen the commuﬁity/agency and the traditional.
pbycn1atr1c fucilitics. . i k ' | »l c

Anothcr project in Vcwark, New Jersey, adaptcd the Miami prOJect to a .

dlffcrent cnv1ronmcnt (Garr1son '1979a). The lnncr C1ty Support S)stems

project works within the constralnts of @ centralrz:d o whlch prevents

the establishment of dispersed miniclinics. "In additjon?_the Newark

%It is the culture broker's job to be well versed in “both thc professional
hcalth carc system and the folk health culture of the area served by the
miniclinic (Weidman, 1975:19), : N

Egi) s \}? |
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prejcct must operate within thc boundarics of a catchment arca which has’
little blmllar1ty to the residents' pLILCptlonS of thc boundarics of their
cthnic ncighborhoods. Ilnally, thc Newark arca has a grcater cthnic dlver-
%ity than the Miami arca. Garrison found it nccessary to expand this .
cultural brokerage to that of a cultural spccialist role dealing with
.scvcrul subcultural arcas. Fhat rolc may be performed as an extra function -

by all clinical staff or as. another specialist on a mcntal health team.

ikResource Base

Mental health workers should b?/traincd to deliver culture-specific

scrvices to Hispanic Americans by the integration of traditional values

and support systcms with more conventional treatment. From a more orthodox

porepccttvc, the family adaptatlon model (Padille, Ruiz and Alvarez, 1975)
is a varient of group psychqtherapy for Hispanic cllcnts. Slmulatlng

Puerto Rican family structure, thc therapists attempt to resolve their
cllcnts' 1ntrapsych1c problems (Maldonado Sicrra and Trent 1)60) Hispanic

Lultural themes underlying Hispanic family organlzatlons (machlsmo, respeto,

compadrazgo -comadrazgo, sex-roles, personalismo, “etc. ) are brought into the

thorapy sessions.

~ Mental health services for ethnic minorities would be used more readily
‘and experience fewer drop outs if the times and attendance of programs were
more flexible. Garrison (1978:593) suggests that agencies serving Hispanic

populations restructure their programs to provide walk-in services without

EAEN

fixed aprolntments and group activities w1thout established membershlps.
‘Most cthn1c mental hcalth policies provide services within the context

of the extended family. The nuclear family traditionally has been the focus

u

N
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of public policies. More rccently, the ethnic model has conveyed to
prbfessionuls the inmortancc of the extended family to their Hispanic
clients. Extcndcd family members are brought into traditional therapy
sessions. Social scrvices are aimed at strengthening extended families

and encouraging, them to provide home care for mcntallylill menbers of their
kin group.

I addition to kinship supports,lthc cthnic model airects attcntion
to special non-kin forms of'help. Garrison (1978:594) suggested that
schizophrenic Puerto Rican women who cope r:iatively successfully in th011
communitics depend more on their n015hbor5, friends and other non-kin tnan
on thcir fanilies. Apparently non-kin social supports appear to be as
:hclpful as one's family for maintaining‘chronic schizophrenic women in
Puerto Rican ncighborhoc.ls.

A lower incidence of mental illness within a migrant ethnic minority
population appears to be related to thc,prqsenfe"of a significaﬁtly larger
.receiving community‘oflthe same ethnictty (Thomas and Garrison, 1975).

The ethnic communlty acts as a buffer between the fllbt generation mlgranrb
and the dominant culturc. This raises the issue of whether community men-

tal health workers should attempi "o change the life-styles and culture of
mlnoxlty clients toward the patterns of the larger socicty or to bu11d
institutionally complete ethnic neighborhoods. Breton (1964) found that
churches, welfare organizations, newspapers and periodicals had the great—=
cst influcnce in keeping immigrants' personal social networks. w1th1n the .:.‘//

boundarics of the cthnic commmnity. Brenton concluded that for a commu-//:

nity to control its social integration with the 1argcr society" what is




A
o

.

e

mentioned,

cas (folk medicinal store cwiers), @S
— e
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important is the presence ol only some of the community organizations

The cthnic model buggcsts that mental health policies be orlcntcd

toward stabilizing pluralism, at least for first or second gcncratlons
/

minority groups. The President's Pancl on Hispanic American Mental health
(1978:35) proposed the development of ilispanic culfural centers, ethﬁic
cducatlon programs, and Hispanic mental health cducation programs.

In addition to gencral institution bu1ld1ng, thcre arc specific gxoups

the ethnic model rcconmnnds be incorporated into soc1a1 and community

supports policy.- Folk healers represent a mental hcalth resource that a

significant number of Hispanics utilize whether or not they are part of

public %rograns. Within Hlspanic,cozsynitics, folk healers include botani- .
pi

iritistas (spiritists) and santeros

(Afro-cuban practitioners). The Services they provide vary greatly in

competence and skills within pho folk tradition.

Commgn[gy Representation

| The cthnic model f@cuses on the issue of underrepresentation of ethnic
mlnorltxes as proEeS ionals in mental health agencleq and on CMIC governing/
advisory boards /ic issue of commun1ty control of commmnity mental health

programs plays’a sccondary role. S1m11ar1y, the distinction between pro-
7

-,

. / . > :
vider and vénsumer vicws of mental health services are not clearly made

S . R /
when. cEforts focus primarily on ethnic group participation.

Fisgdi Controls
7

/" In addition to the management—fiscal approach, some advocates of the

othnic model have also expressed particular interest in fiscal controls.
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The President's COHmanLOH Pancl on Hispanic Mental llealth (1978h)mndc the
point that instcad of increased spending "What is called for instead is the
rationale and cnlightened planning needed fo; an cquitable allocation of g
existing resources, the climination of inefficient aﬁproaches, and the max- 1
imizing of bGanltS relative to costs.' The Panel caljs for Hispanic Amer-

ican participation in the formulation of national mental health policies

without cxcccding current expenditures.

Time Pcrspectlvc ’ o | /
'The concerns of the cthnic model are medium and ]ong range. Unlike the
managerial-fiscal model there is little interest in immediate, quantifiable
returns for funds invested in community.suppoft.programs. Medium‘range in-
terests focus on the training of minority members as psychiatrists and so-
cial workers in addition to participation of minority members in the mental
" health program;. The longer term'perspéctive considers the general welfare
of cultural community supports for families and non-kin associations. The
cultivation of cthnic support groups requircs a longer time frame for eval-
_uation than traditionally used in the field of mental health.
/K _Ethnlc o L S PSP
For the cthnic model, . soc3a1 and community support programs ma1nta1n
a'polikical base. [Lthnic mental health programs are asaumed to be pollt{ga]
issues just as other social concerns of minority groups. Minority group
concerns for social support programs. do not always c01nC1dc with conmunlty
houndariés. Multi-ethnic nelghborhoods further p011t1c1ze community support

/

issucs. Blacks and Hispanic -Americans compete for social support programs

A

that best suit each minority. Moreover, in arcas;iike New York City, Puerto

Ricans, Nominicans, Cubans, and Colombians dividé into separate interest
. . //’
93
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gfoups.

Summary

In this chaptér I have discussed three main models for social and
community support programs. Each'model results in a series of generally
cohesive policy optidns. The main’ issues raised by the three models are
outlined in Table 3. In the followiné chépter I consider the most pro-
mising pol?cy options, and their relative advantages and disadvantages
for huilding social and community supports in Puerto Rican neighborhoods
in New York City. I discuss the more promising policy options iﬁ rcla-
htion 1o tﬁe Community Support Systems‘programs currently being implemented o
by the New York City Department oEfMental Health, Mental ﬁetgrdation, and

.Alcoholism Services. ,\

¥®)
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Tablo 3

Wi Folicy Options for Social Support Prograns

v M

Unit

Focus of services

Resource base

Progran
coordination

Commmity

representation

Fiscal
accomtability

Time horizon

Political concern

- High concern

Managerial-Fiscal Model Comnunity Developmont Model Eehnic Nodel

Adninistrative boundaries  Natural comunity

Interorganizational and”~  Neighborhood ”
agency-client linkages o

Tormal institutions and
agencies (some tios with
prinary groups); profes-
sional services:! housing
not imortant \
| oo
\ . )

\ !

~ Liaison-advocacy role

housing important

Case e ot vole
|

Elitist fimetion Community control

‘Little attention

\
AW

Short-tem . Long-term

-

Avoid politicai isse

|

%

Grass-Toots organizations
-~ (i.e. block associations);
non-professional services;

High politicalization

. Ithnic commnity

Family and social
network/professions

Cultural social sup-
ports (1.e, compad:

Tazgo, extended fam-

ily, neighborhood -
centers); non-profes-

sional services; hous~c:

ing important

Advocacy ole

Communi ty particiﬁaL
tion or control

Moderate attention

Nedim/Long-ter

Ethnic politics

‘
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CHAPTER V

SUGGESTED POLICY. OPTIONS FOR A SOCIAL AND
COMMUNITY SUPPORT SYSTEMS :PROGRAM
o

Tne ethnic and community development models discussed in the last
chaptef/are the policy options I consider to be most promising for impro-
ving the delivery of mental health services in Puerto Ricen neighborhoods
in-New York City. These policy options focus on strengthening “the primaryA
group network (kin and non-kin attachments ) of’mentally ill persons, OL
. improving the services available from non-professional’community mental
health workers and folk healers, and on providing housing for individuals
without other feasible alternat1ves for community bUQpUrt. The success ﬂf
these p011cy options depends on several factors: economic cost, values en-

forced or diminished, public acceptab1]1ty, political feaelblllty, un-

intended consequences, and ease of implementation.

\

Economic Costs
' The economic costs of mental health nrdérams are certain to come under
attack as federal, state and mun1C1pa1 governments cut pub11c spending.
Most social and commun1ty support prog;ams deveiebed as part of the federal
| commnity mental health legislation from 1963 and 1975. The 1975 Public

it

“Law (94-63), in partlcular focused on communlty suppoTts by prOV1d1ng for
community residence programs and local control through community governlng
boards. Newbrough (1978) indicated three distinct alternatives for finan-
cing commun1ty mental health services: (1) no more federal funding;

(2) continued federzl funding of mental healtn services connected to com-

munity mental health centers and (3) federal support for a wider variety
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of services to meet the needs as defined by the local population. On

the whole, Newbrough found the third alternative (federal monies for
locally detérmined programs) the more adequate for strengthening the fami-
ly and responding to client needs. Moreover, the advécacy and liaison
functions provided respectively by re;idents and professionals may be able
to deliver these services at lower costs than pres..at.

The Community Support System Projects in New York City are 100 per-
cent Stdte-fundéd. However, the State ié pressuring the City Department
of Mental Health to incorporate federally reiﬁbursable programs into their
CSS projects. At the beginning of the CSS program, funds were to include
| community services outside the medical model. Now, those more non-tradi-
tional mental health services which are not federa}ly reimbursable by -
Medicaid/Medicare to SSI are not likely to be inclﬁaed as part of the CSS
project.* Apparently, the State considers private proprietary homes for
adults (PPHA's) the main target of CSS monies. These hémes provide ready
access tovlarge numbers of CSS eligibie clients with Médicaid reimbursable
prégrams.

Another difficulty created by the budgetary constraints on the CSS
project is that the target population is very narrowly defined as:

those individuals 18 years of age or older--with over 6 months total

consecutive hospitalization and whose primary diagnosis is not deve-

‘lopmental Jisability, or--who within the past two years have had 3

or more admissions of two weeks or more duration, or who have had 3

or more months of cummulative psychiatric hospitalization (public or
private).

*However, some non-traditional mental health services will continue to be
funded under CSS .c ntracts. These services include case management, trans-
portation, homemaking and surrogate landlord programs.
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CSS eligible persons must be considered to be functionally disabled because
of mental illness. Since the State has a very limited budget, it signifi-
cantly reduces its client population in the neighborhoods served to the
segment of the chronically disabled persons placed there by deinstitu-
tionalization programs. Individuals who do not. meet these criteria but
need services must find them outside the CSS -program.

"Besides limiting the impact of a community support program, the rigid
client definitions create considerable discontent for street-level mental
health workers. They must turn down clearly needy cases located in their
population surveys because these individuals do not meet the CSS program
criteria. Consequently, social workers spcend considerable tinu: loca-
ting spprovriate service programs for the%e people. Alcoholics and drug
addicts iccated in the single-room occupahcy hotels are not CSS eligible
but certainly prime candidates for mental health services.

The inﬁorporation of traditional Puerto Rican folk healers into a
comprehensive mental health program would increase costs only minimally.

Espiritistas charge little if anything for their services. ".nteros’

services cost more. However, because»of the wide variations in the ade-
quacy of services provided by folk healers,and other factors discussed
here, no attempt should be made at this time to establish policies for
third-party reimbursements.

The development of culturally relevant mental health services might
include a new mental health position, that of the cultural specialist.
The role played by a cultural specialist could be included among the func-
tions of the case ﬁ;nqger whose job is defined in President Carter'é new

Health Systems Act.
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The NIMH Community Support Systems programs.ﬁre not intended to be

~“more costly than the more traditional approaches (Turner and TenHoor,

1978:339). 1In fact, it is hoped that CSS programs will provide more ap-

ﬁropriatc services at lower costs compared to the present custodial
nursing homes and iﬁdividual psychotherapy .

New Medicaid regulations will allow socialization/competency skills
programs to bccbmé Medicaid reimbursable. These regulations will encour-
age states fo usc CSS funds és secd money to start a program and to
maintain the socialization/competency.part until it becomes Medicaid
reimbursable. Then state CSS funds will be transferred to another program
to repeat the same process. ECventually, the federal government may pay
high costs through incrcased Medicaid expenditures for programs that were
originally intended to cost no more than previous programs or to reduce
expenditures by encouraging local social and community supports. As Medi-
caid becomes the major source of reimbursement, both the federal government
and city government will end unrpaying ror the formerly 100 percent state
CCS Fundcd.program. In New York City the city sharc of Medicaid is one-
fourth and the federal share is one-half.

Whencver federal, state or city funding for mental health programs
is reduced, the non-professional community mental health workers (para-
professionals) are one of thc earliest categorigs cut. Professionals’
ﬁositions generally remain untouched. To qualify for federal assistance, pro-
gramS must have a certain number of psvchiatrists in residence or consulting
with them. Although administrators recognize the value of community men-
tai health workers in linking local residents to formal services (psychi-

atric end social work services, food stamp programs, etc.), theses positions

-
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are 'the first to suffer from program funding cuts.

Reliance on unit costs as & major indicator for evaluation of mental
health programs limits the innovative potential of social and community
support programs. More triditional programs can be evaluated in terms of
the number of hours of psychotherapy provided by psychiatrists or the num-
ber of clients seen by social workers. Social and community support
programs will require different kinds of measurcment for evaluation of
their cconomic costs. The evaluation of progress in the construction of
friendship networks and strengthening families will require ﬁcw criteria

not presently available. Fvaluation procedures arc discussed more fully
in Chapter 6.

Housing programs arc, most likely, the costliest component of the
community supports programs. Community residences arc also one of the
highest priority needs of residents of low-income neighborhoods in any
city. Residents of the South Bronx place the development of adequate low-
income housing among the most pressing necds of the arca. The Lincoln CMHS.
ranked conmunity housing as its first priority to be met by the community
support system project. lowever, the state allocated only minimal funding
in its CSS projects, doing little to satisfy the demands of the South
Bronk for adequate housing for the mentally ill and the population in gen-
eral. |

Values

The Family and the Individual

While the U.S. Congress consistently affirms its commitment to the
family, it continues to opposc programs not consistent with an individual-

istic-pluralistic tradition. With regard to the history of legislation in
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the U.S., Kamerman and Kahn (1978:453) arguc thatE

There is 1ittlc that is specifically targeted at the cnhancement

of the family as an organic unity or which cncourages intcgration

around the family at the point of personal social service delivery.
Social and community supports cc.ild strengthen the caring function of the
family rather than sﬁbstitutc for it. ‘This approach cncourages the deliv;
ery of mental hecalth scervices through the family. Morcover, the relation-
ship between families and professionals should cmpower the family rather
than weaken 1it.

The community development model cncourages the strengthening of
families through improvements in neighborhood housing. Similarly, the
cthnic model values the family as a source of stability and identity for
the mentally ill. Hispanic culture places greater emphasis on responsibi-
litics to one's family than on individual rights. The management-fiscal

~model simply does not raise the family vs. individual issue at ail.

Often programs consider families as negative influences on the
patients' mental health; Other social groups (c.g. friends, neighbors,
church associations, folk-healing cults) are considered more appfopriaté
natural support groups than the family. Garrison (1978) rccreatéd support
for schizophrenic Pucrto Rican women by ﬁroviding transient non-kin |
rclationships using neighbors,.good,friends, Pentecostal groups, build-

_ing superintendents {'supers'') and others. Her intention waé eventuallv
to reestablish the patient with relatives.

Least Restrictive Environment

The concept of commmity residences, a central issue in the community

development model, raises important value issues. Certainly one value
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highlighted by rccent court decisions is the right of the mentally dis-
abled to live in the least restrictive sctting. 'The New York City
Advisory Board on Deinstitutionalization and the Community poiﬁtcd out
that the goal of all community support programs should be to provide the
mentally disabled with as many choices in the least restrictive environ-
nment possible.

With reference to community residences, Goldmeier (1978:176) argued
that: ”thoge who are suffering from mental disabilities have the same
right as anyonc elsc to live in the type of enviromment which affords a
quality of 1if¢ conducive to self-realization and growth,'" Cooperative
apartments arc onc way to avoid the stigma of the more conspicuous half-
way houses. Yet cfforts to establish halfway houses, group homes or
other community residences for the mentally ill often meet strong resis-
tence from local residents. The assertion of indivi&ual rights regarding
community residences for the mentally ill is perccived by local rcsidents
to be in conflict with thcir own rights to surround themselves in their

ncighhorhoods with other traditional nuclear families.

A Sense of Community

The success of social and conmunity support models depends on local
residents' sense of community. If the process of deinstitutionalization
is to work at the local level, residents must be willing to accept a
greater amount of deviant behavior in their community. The integration of
chronically mentally ill individuals with a community necessitates the
acceptance by residents of people who behave differently than they do. To

- the extent to which communities are more tolerant of deviant but not
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harmful behavior, extended familics, kin networks, neighborhood social
groups, churches, and other voluntary associations will be bctfcr able to
mediate between families and the professional social service bureaucracy.
The issuc is onc of individual interest versus community welfare.,

Ethnic minority neighborhoods are thought to place greater valuc.in
a4 socinl contract than other areas. Yet it is not safc to assume that
all Puerto Rican neighborhoods will opt for community welfarc over indi-
vidual intorésts. Even within Pucerto Rican noighborhoods‘in New York
City, there is considerable variation in social cohesiveness and political
mobilization. Spanish Huricm (E1 Barrio) is known as possessing a much
greater sense of community than the morve highly tramsient arcas of the
South Bronx.

Ethnic Pluralism and Social Class

The sclection of policy options depends on the extent of commitment
/

to cthnic pluralism. Most federal, state and city policies favor plural-
ism in principle, just as they do participatory democracy. However, there
arc public misgivings toward the direction pluralistic policies might lead.
Not far bencath the surfacc lic fears that ethnic pluralism will create
divisiveness and socictal instability. Discussing the problems of bilin-
gual cducation for Japancsc-Americans, S. I. Hayakawa is quoted as saying:

[f you push the bilingualism process too far, especially in the

states with a heavy Mexican population like Texas or California,

you could someday find yourself in a situation with the problems

of Quebec" (Thc Tennessean, April, 1979).

Support for pluralism has also been viewed as a guise for unequal and dis- .
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criminatory services for minority groups.

A morc recent argument questioning the desirability of a pluralis-
tic model holds that it obscures the basic class nature of social servi-
ces. Class conflicts, not insensitivity to cthnic differences, arc said
to be responsible for the inequality in the provision of mental health
servicos. What is needed are not better culturally relevant mental health
services for Puerto Ricans but the same quality services across classes.
Thus, class cornflict is belicved to be at the bottom of inadequate service
delivery to Puerto Ricans, not cultural discrimination or inappropriatec
services. On the other hand, it may be unrealistic to try to separate
class (rom cthnic minority issues since they arc so highly related.

Local surveys show that residents place the lack of public services
as a higher ncighborhood priority than mental health services. Neighbor-
hood associations perccive the absence of public services as contributing
to mental illness. Consequently, it will be more difficult to organize
neighborhood groups around issues concerning traditional mental health
scrviccs unless they are grouped with a more general community - develop-
ment model. So, for many neighborhood groups, urban services are given
a higher priority than mental health services for improving the general

quality of life.

Public Acceptability
At the same time that the courts arc pressing for the constitutional
rights of former mental patients to life in the léast restrictive environ-
ment, there is growing local resentment toward the estaﬁlishment of commu-

nity residences in neighborhoods. Gencrally, the more desirable and stable
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a neighborhood, the less likely arve its residents to accept a hal fway
house for the mentally ill. However, it is difficult to determine wheth-
‘or local residents reject the concept of commumity residents or the
strategics OMIC's and other mental health agencies have used to install
them. Often residents are not consulted about plans to locate u'community
residence until they arc finalized by state and city government. Only
then is the comnunity approached about the plans. In one case in the
South Bronx, the (MIC advisory board was not consulted -about plans to
establish a community residence until the CMHC staff had finalized the
project with local and state agencices. When notified of the project, the
(MHC advisory board turned it down.

Cortain arcas of citics attrdct groups of people dependent on social
services. lor example, in New York City, the lower Fast Side is known
for its extensive network of wclfarc services. Similarly, city welfare
agencies have been sending large numbers of former mental patients to the
single room occupancy hotels on thc;Uppcr West Side. Local residents ex-
press concern that community residences will attract large numbers of
mentally disabled persons to their neighborhood, turning it into a dumping
group for society's deviants.

Perhaps, neighborhood residents do not reject the concept of comnunity
residences as much as th strategics of professional mental health workers
and their agencies for imposing policies on them without initial community
involvement. Moreover, previous models for community residences have crowd-
ed mental paticents into highly visible settings: SRQ's and large nursing
homes. Recent policies suggest that whenever possible, distributing coop-

erative apavrtments throughout several neighborhoods and only maintaining a
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couple apartments in cach building reduce community fears of being inun-
dated by former mental paticents.

Innovative programs require time to be effectively implemented and to
produce measurable results. Both provider agencies and residents often
create unrcalistic time periods for the cevaluation of new programs. [Pro-
vider agencies feel accountable to state legislatures and city governments
to show inmediate results for programs considered experimental from the be-
ginning, Local advisory hoards are anxious to sce that their tax dollars
are spent cfficiently and that their program goals arc effective. Morcover,
over-zealous community control advocates may create unrcalistic demands on
mental health agencies for cffectiveness in experimental programs. One com-
munity planning board wanted to approve funding for a CSS project in New
York Citv on a monthly basis or for a waximum of three months. ‘The develop-
ment of non-traditional mental health services could suffer frem the unwil-
lingness of provider agencics and community groups to allow sufficient time

for these programs to organize and produce results.
Political Feasibility

Union Labor

The first social and comunity subport programs were intended to rely
strongly on voluntary associations, neighborhood social groups, cxtended
family and friendship networks, and self-help groups. However, the com-
munity mental health movement had to confront the issuc of employment for
employces of statc and mental hospitals. As the process of deinstitutiona-

lization continuecd, wards in the statc mental institutions were emptied and
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in many ciases, closed down, Consequient Py, state hospitals no Jonger need
ed to cmploy s many individuals at their tacilitiens,

Since the state hospital workcrs are stropply untons sedy they represent
a powertul political force at the crty, state, and federal Tevels o’ povern
ment . Morcover, the state mental hospital smsociation workers, particularly
i lower skilled jobsy re disproportionately represented by biacks amnd His
panic minoritios.  Jheir apions are demnding that the commnity mental
health olinics find jobs and retwin them i1 they are released by the hospi -
tals.  The €SS projects in Mew York City and the new Mental Health Systeme
Act proposed by the Cartor adrint tration have heen intfluenced hy these
wnion pressures tor wnrfvr | NN

The entrance of state mental health workers into the OMIC programs
prises costs considerably more than expected. Also, their presence encour-
ages continuity with more traditional programs rather than those depending
On Eriss - roots groups, self-help and the voluntary sector. Yet, the cars
lier (MIC legislation was unrealistic to have assuned that a strongly union-
ized labor force tike the state hospital workers would not have resisted

their displacement by federal deinstitutionalization policies.

Hospital ¢ wtrol

Cormuni ty mental health centers that are associated with a hospital
find theii community advisory boards severely limited. In addition to the
OHC exccutive hoards, commnity advisory groups must contend with the hos-
pital hoards. tHospital bhoards of dircctors do not intend to allow equal

participation of non-professional local residents on a hoard which affects

hospital budget decisions. ‘The carlicr concept of community mental health
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center governing boards was not nolitically feasible because of QMHC'S
need for a_hospital affiliations.. Generally,'the‘federal government will :
not give control of funding to a CMHC without a hoepital affiliation.

K The Hnnts Point Multi-Service Center in the Bronx is a good case of
a mental health clinic goverened by'a commmity board. Its mental health
clinic is not directly-affiliated with any hespital although it has back-
up ties with the Lincoln (MHC and Misericordia Hospital.

The social and‘;;mmunity support programs are strongly attacked When.ﬁ,
profeselonals perceive these programs as alternatlves or substitutes for
their services. When self-help programs or folk healers are presented as '
replacements for professional mental health services, innovative programs
_are most vulnerable to the attacks of professionaltassociations. ' On the.
other hand when non- tradltlonal mental health services, are organized as
supportlve or complenentary to ex1st1ng services they encounter less pro-

fessional resistance.

N

Community Control ~

The issue ofvcommunity control ie partieularly important with reepect'a
te sociai and community support programs. Among the main barriers to com-..
munity control, Nassi (1978) emphasized three: (1) the role of the pte-'._..
fessional in determlnlng service goals and ultimate accountablllty, (2)
the mental health. 1deology which encourages 1nd1v1duals to focus on inter-

nal sources of psychologlcal stres§3 (3) the conservatlve nature of the

\
- mental health special interest groups’ actlng to’ ma1nta1n ‘their ex1st1ng

power structures. Nassi (1978:10) conc}udedfthat: "Without institutional

~—

changes in funding, the service aspects of communi ty ﬁgycholggz\yial never .

\\\\\\\\\\ﬁ\
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be truly accountable to theicommunity.” In addition .to these micro-limits
to community controi there are\macro-structural 1imitatiohs supporting
centralized control of meptal health programs. -Brown {1978) claimed that
CommunitleOntrol of mental health care.is impossible as 1ong.as U.S. soci-
cty maintains its class structure with its racial and sex biases.

The private sector is absorbing large amounts of federal funds provi;

ded to foster community—based institutions. Tor example, nursing homes

have expanded the11 psych1atr1c wards to gain third-party payments, (Brown,

1978: 389) show1ng increases of 72 percent from 1964 to 1970 Compared to 2 -
!

percent in public hospitals. From this perspective, deinstitutionalization
is used as a policy for states to successfﬁlly.traﬁsfer mental health costs
to federal and city governments as welfare costs. The federal government .
has: plcked up most of these costs through its Med1ca1d SsT, and.Nbdicare

programs focusing more oh private in-patient care rather than public, out--

patient serv1ces ,

The federal government indicated a dec11n1nv interest in conmun1ty
control when community mental health center legislation downgraded community
governing boards to advisory boards. In addition, HEW rarely allocated CMHC
funds to Centera that are not directiy associated with‘hespitals. The hos-
pital boards contlnue to hold the budgetary power over the CMHC. Moreover,
the CMHC executive directors also demlnate communlty mental health policies.

Yet within the advisory role, communlty organizations have firmly esta-

~

bll%hed themselves in New York C1ty The Borough Federations for Mental

Health Mental Retardation and Alcoholism Services and the city communlty
~ >

plannlng boards advise the Department of Mental Health and the City govern—'

ment and make plannlng recommendatlons concerning the programs operating
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within their neighborhoods.

The federation mental health councils are composed of providers,
(represent1ng mental health agenc1es) and consumers (representing the var-.
ious sub-regions of the borough). The federation guidelines mandate a
consumer majority on the borough mental health counciis. However, the def-
inition of consumer allows for the possible domination of the councils by
two groups: Trepresentatives of area voluntary associationS' or, other:de-
s1gnated representatlves of humln service agenc1es not related to the men-
tal health provider agenc1es. While professionul mental health workers
attend these meetings'as part of their regular work, local consumers must
arrange to meet with the council at their own expense ' Time and transpor- .-
tation costs can be considerable. Consumer representatives Who'are'not’re;
sponsible to local voluntary associatic:- . e often relatives oflmentally
i1l persons not former mental patients themselves., In general the Feder-
ation structuvé isdominated by providers or consumers who think like prOVi;
ders. Similar to other community organizations, true representation of 1o-
cal residents is difficult to obtain. |

The City community boards are also represented on the borough federa-
tion\board. However, in some areas of the city, community boards have-
their own mental health subcommittees. In part1cular areas, communlty
boards have delcgated sub-committees to oversee the communlty support sys-
| tom program. These subcommittees reflect a professlonal human services ori-
entation similar to the managerial and fiscal model discussed in'/the pre-
vious chapter. Members of the committee who are not associatedtwith the

professional mental health and social services agencies present other pro-

blems for community planning. Frustration with the complex human service
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bureaucracy leads local consumers to make demands for program performance
and evaluation wh1ch are unreasonable from the prOV1der s p01nt of v1ew
For example, at one communlty board meetlng local residents urged that
the commnity support programs be funded for three-month periods and eval-
uated for program effectiveness after that period. hepresentatives of
the Department of Mcntal Health and provider agencies pointed out the dif-
ficulty of measuring the effectiveness of a new program after as short a
period as three months. In th}s instance, the city agency's criteria for
'evaluatlon prevailed. Moreover, monitoring program effectiveness is more
.problematic than usual when dealing with the new community support prOJects
whose efforts are more difflcult to quantify than traditional programs.

Centrallzatlon of ‘the CMHC

The cultural pluralism of many catchment areas in New York City cre- ST
ates special problems for the delivery of mental health services' by |

community mental health centers. Organizationally it is difficult for
adminstratively centralized CMHC's to previde services to minority pop;-
lations within the1r catchment area. rFor example, the South Bronx CMHC
catchment areas include Black and Hispanic populations. (
One optlon is to redefine catchment areas to conform more directly
to ethnic and class ne1ghborhood‘boundar1es A culturally hdmogeneous
~ catchment area facilitates the de11very of services by centralize& CMHC's.
If the catchment areas are not redefined, then political confllcts
will most 1ihe1y be heightened as CMHC's attémpt to deliver services to

dominant and minority ethnic populations. Under these conditiJns the
i
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case manager must learn to link his/her clients with services from a

variety of subcultures and cultures.

Unintended Consequences

Outeomes~other than those planned result from all policy options.
Recognition of possible unintended consequences will, at least, make. it
.easier_to deal with them once they occur. |

When primary'groﬂps 1ike block associations, social clubs, and
friendsnip networks become the policy tools of the government and the pro-
fessional welfare. agencies, they become vulnerable to tooptation and to
changes from their original purposes. Indigenous 1eaders can lose their |
effectiveness with their neighborhood groups if.they become too closely
1dent1f1ed with a formal soc1a1 service agency. Spiritualists who assume
clinical roles W1th1n CMHC's may 1ose their original effectiveness Once
federal, state, or city funding becomes aviilable to assist neighborhood
organizations, local leaders are more readily coopted by government agen-
cies. The current, popular self—help gr0upsrnode1ed on middle-class white
organizations cannot be assumed to function equally effectively for low-
income ethnic m1nor1t1es In general a pub11c policy focus on particular
non- traditional soc1a1 supports has a way of quickly converting these orga- -
nizations into traditional, less effective deliverers of mental ‘health ser-
‘vices.

The development of apartment housing programs for the mentally dis-
abled can weaken the stability of neighborhoods,treducing tne rery desira-
bility of the area for former mental patients: ]Halfway houses often esta—

blish themselves in neighborhoods that are declining in real estate value
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and experiencing less residg;?7a1 Stability. Without careful planning,
the stigma attached to halfway houses will contribute to the flight of
local residents.

A policy focus on culturally relevant mental health services can
lead to two unintended consequences: (1) the over emphasis on folk healg
ers as the principal deliverers of mental heulth services to ethnic mino-
rifiési and (2) the continuation of a two class system of mental health

\,
services for the poor, ethnic minorities.

/

For one, professional mental health workers in aecepting an ethnic
model far the delivery of mental health services may indiscriminantly ac-
cept all categories of folk healers as equally beneficial fo their clients.
However, folk healers vary significantiy in terms of the quality of care :
they provide. Instead of accepting folk héalers as supportive to their

- work, professionals may felinqpish their expertise in providing any kind
,6f.menta1 health services. In additidn, once culturally relevant mental
health services are incorporated by policy-makers,. there may beia»tendcnéy
té incorrectly assume that all Puerto Rican or Hispanic'clienfs must be
treatedAby fblk healers. Although spiritism is a common culture trait
found in Puerto Rican'COmmunities, few individuals (probably no more than
9 percent) regularly use these folk sérvices'(Garrison, 1977a:162).
| A second unintended consequence that may result from the acceptance
of culturally relevant mental health services is the dévelopment of a dis-
criminétory two class system. Hispanic commmities may have their QMHC's
loaded with paraprofessionals while white middie class CMHC's receive

the profcssionally trained mental health workers. To emphasize the

importance of paraprofessionals in. linking professional service to
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clients is not to\suggest that local residency is a sufficient criterion
for working with ethnic Winorities in commmity mental health progranms.
Moreover, a policy directed toward paraprofessional training for mental
health programs mighﬁ lead to cuts in general funding since professional

: \ ,
services are no longe? the main budget items.

\
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CHAPTER VI

IMPLEMENTATION AND EVALUATION
Implementation: The Weak Link in the Policymaking Process

The process of implementation of mental health policies will always
contain uncertainties and unpredictable events. Berman (1978:179) sum-
marized three reasons why federal (or state) policymakers should never

expect a context-free theory of implementation:

(1) macro-implementation inevitably involves politics;

(2) the federal government typically has limited leverage to
influence the behavior of local implementors, who have the
effective power in the system;

(3) micro-implementation cannot be effective unless local delivery
organizations undergo an adaptive process that can neither be
predicted accurately nor controlled from the outside. '

Often, the failure of programs results from not considering -the prob-
lems of implementation in the original formulation of policy. According to
Pressman and wildavsky (1974:143): "Implementation must not be conceived
as a process that takes place after, and independent of, the design of .
policy." Generally contradictory legislativc'goals, administrative con-
flicts among federal, state and city agencies, and local exigencies account

'wnfor the difficulties of implementing programs.; Studies of impieméntation

\differ in the weight placed upod'federal policymdking versus the uncer-

§
\
V

tainties of local action in contributing to program,failures/tAttewe;l G
Cefstein, 1979; Pressman &‘Wildavsky, 1974; Berman, 1978; Elmore, 1978).
Nbcro-impleméntation involves the ways in whicﬁ the.fedéral (or étate)
government policy influenées 1ocai service deliverers. Resp nding to these
-'actipné,'ﬁhe city devises and executes its own.internal pol}cies creating ﬁrob;
1emsxof,micro—implementation (Berman, 197§). Difficulties in the implementation

of CSS policies in New York City occurred at both the .macro and micro 1eveis.
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Macro-Implementation

Major difficulties for the state's implementation of social and com-
minity support programs in&olve their use of a systems management model
of organizations. Thesystoems mahagement model views organizations as
value-maximizing and implementation as an ordered, goal-directed activity
(Elmore, 1978). . The systems management approach 'assumes that the totality
of an organization's resources can be dirc;ted at a single, coherent set of
purposes--that organizations can be programmed to respond to changes.in
policy." (Elmore, 1978:20).* In all, policymakers will.have-to.also rec-
ognize the options ayailable from the ethni; minority and commumity déve10p4
ment models if community support systems prégrams are to develop beyond the,
delivery of coﬁﬁentionai mental health services in communify contexts.

Decisions about the population to be served by a social and community
SUpportg ppqgram'must behdeveloped by both tﬂe_state and city agencies in
collaboration»uﬁth the local communities tafge%ed for these'ﬁrogfams.
EXperienccs from the early stageg of implementation of Community Supports
System programs in New York City showed that th; criteria for defihing the
target populationwere too limited. State level decisions influénccd the “
selectionof enly SKO'sand PPFA's as the target popglatidn for the commu-

nity social supports program. The City Departmeht of Mental Health,

*Elmore (1978) discusses three other models where each provides a differ-
ent explanation for implementation failures--bureaucratic process model,
organizational development model, conflict and bargaining model. Elmore
concludes that: "every implementing agency probably has a set of management
controls, a firmly entrenched collection of operating routines, some pro-
cess for eliciting the involvement of implementors, and a set of internal
and cxternal bargaining relationships. - The important question is not
whether these elements exist or not, but how they affect the -implementation .
process." (1978:227). :
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1ts local contracting agencies, and neighborhkood residents hecame
increasingly concérncd that the original criteria were not adapted to mect
commun i ty needs for non-traditional and culturally appropriate mental health
scrvices. The Borough Federation Boawds cstablished by the City Dépurtmcnt
of Mcntal iealth and the Community Boards should he morc closcly incorporﬂ-
ted into thc'CSS projcects frem the initial planning stages. ‘The local
residents and agencies could play a major role in defining the populations
tarocted for €SS programs within their ncighborhoods.

Yet, macro-implementation approaches arc also amenable to commnity
sncinl support programs.  Title TV 6? the nroposcd Mental Health Systems
Act will provide increased assistance to the community support systcaé‘
aphroach. This scction of the Act recognizes the closc rclationship be-
tween nental health uhd other supportive scervices. Morcover, it specifi-
callv . supports the maintenance of e¢xisting non-revenue producing funcrions
fi.¢., not Medicaid rcimhufsuhlc; oﬁcclhusic support has terminated.  0f
there 13 sufficient funding for this scction of the Aﬁt, it will dircctly
assist cfforts to build social and conmunity.support”for Pucrto Ricup‘und.

sther nminority populations. ‘ ‘ . |

“icro- Inplementation

Community support systems arc different from thc'truditionul modcl of
| profcssionalatrcatmcnt for the mentally i11. Their uscfulncsé for the
mentally 111 requires an ccological perspective where professional and
non-professional workers, traditional and non-traditional scrvices faci:

litate the reintegration of mentally 111 persons into g community or some

11%

O

ERIC

Aruitoxt provided by Eic:
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form of supportive social network. The micro-implementation approach 1is
important in dealine with these ecological issucs.
Housing is a very significant element. in the ecological context.
-yHousing programs, like group residences or separatc apartments, are cri-
tical factors for the adjustment of the mentally ill to lifc outside the
institutions. In the South Bronx , adequate housing is a scrious problem
even for those not labeled as mentally ill. The City Department of Mental
Health might encourage its case managers Or other staff to act as advocates
for their clients to obtain housing through the Commmity Tenant Management
Contract Program. In this program, residents of the South Bronx buy abandon-
cd buildings from tﬁe City for a minimal cost. The costs of restoration are
deducted from the rent paid to the City.' In this way, hbﬁsing improvements
arc encouraged outside the expensive public housing programs. The City
Department of Mental Health might develop programs to increase the incentives
for providing commnity residences and apartments. for the mentally ill
through similar urban housing programs. .
Unless housing projects afc associated with large scale efforts for
‘local economic recovery, there is little chance for neighborhood revitaliza-
.';tion. For example, the Charlotte Streetiproject in the South Bronx did not
offer the assurances of a cbmprehensive community development plan based on
the economic revitalization of the area. In fact, the project was initially
dbsigned to provide only a cooperative housing project located in a small
part of a large devastated area of the city. Projects of this nature do

not encourage the development of social and community supports in Puerto

.
RN

"'Rican ncighborhoods. |
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The City Department of Mental Health and local providérs nced more
discretionary funding to be able to develop community support typc programs.
Discretionary funding would allow commmitics to reorder the-prioritiés of
ICOmmunity support programs to mecet their specific needs, whether they are
housing in the South Bronx or SRO’'s on the Upper West Side. |

More flexible state funding increases the problem of accountability.
Certainly the importance of accountability is foremost in the managerial -
fiscal model for the delivery of mental health services. However, from the
point of view of the ethnic or community development models, funding should

be more flexible.

12y
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Program Evaluation

The evaluation of social and cbmmnﬁty support projects is a very
difficult process. Reliance solely on the managerial-fiscal tools such
as unit costs for patiént care is adequatc only for‘orthodox programs
within the medical model of treatment. It is difficult to conduct ex-
perimental research within a clinical setting without additional staff
(Carpenter § Black, 1979). Moreover, it cannot be assumed that clinical
staff will correctly interpret a rescarcher's intentions in the collection
of data for non-traditional programs. Clinical staff are trained in re-
scarch evaluation in which standard interviews arc unlikely to capture
unconventional beliets. }

Instead of the older, casily quantifiable, short-term criteria, new
criteria for evaluation of the comnunity support programs must be devel-
oped. For example, these programs have no precedents for measuring the
time it should take to locate clients for their porgrams. Greater flexi-
bility must be allowed in innovative programs attempting to strengthen or
rebuild social networks. These criteria should be developed in an ongoing
dialoguc among state and city agencies and local residents. Evaluation
procedures should not be delegated only to outside private consulting
research groups. It is important that cvaluation criteria be meaningful
to a community's residents. This can only occur if residents play a part
in their formulation. For ecxample, as the Borough Federations in New York
City develop, they are scheduled to organize Patient Carc Committecs
to cvaluate the problems patients encounter while secking services

in the community (NYC-DMI, 1978b). Direct consumer participation

12}
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in the creation of program cvaluationcriteria will improve the

implementation process at the local level.

It is unrcalistic to assume that there can presently be a meaning-
ful uniform cvaluation of commmity support systems programs for purposes
of statewide comparisons. Standardized cvaluations will reflect little
more than criteria from a managerial-fiscal perspective. 1 have argucd
that the managerial-fiscal model alone is inappropriate for developing
and cvaluating conmunity support systcﬁs.

From the perspective of the comunity development model, program
cvaluation would focus criteria on the measurements of neighborhood soli-
darity. This point of view considers change within a long-temm perspec-
tive. Morcover, the community development model designs criteria for
program evaluation that would be comprehensible to a ncighborhood's non-
professional residents. In all, program cvaluation is rccognized in the
end as being a highly political process regardless of the clinical aura
attached to the cvaluation procedures.

‘The ethnic model could focus its program cvaluation criteria on the
measurement of cultural community supports. Similar to the community
Jevelopment 1odel, changes are considered within a medium to a long term
perspective. Criteria for program cvaluation would.ho designed to reflect
changes in family and social network organization. In addition, these
criteria would indicate the extent of increased minority representation
within the mainstream mental health agencies. The program cvaluation
process is recognized as political. The cthnic model considers political

conflict a central f(actor in building cthnic interest groups.
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To some extent there are similarities in the program cvaluation
criteria devéloped'by cach of the social support models: clarity of goals,
general accountability, efficiency and others. Yet, ,each model focuses on
other criteria which are'nmtuélly exclusive. Unless the community.develop-
ment and ethnic models establish sources of funding independent of federal,
state or city government, they must deal with program evaluation criteria
which are acceptahle to their funding organizations. At tﬁe same time, '
these models must maintain evaluation criteria which make sense to their
particular constituencies or clientcle. Without losing sight of the neigh-
borhood or the family as the main focus of services, community development
aﬁd ethnic models must recognize the concern of the managerial-fiscal model
for its goals (i.e., interégency linkages and'short;fenn fiscal account-
;ﬂﬁ!jtw. A program evaluation specialist could act to make evaluation
criteria more compatible to these various interest groubs. 'This:liaison

role fits within the more gencral policy liaison strategy discussed in the

following section.
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Policy Liaison Strategy

The implementation of the policy options proposed here depends upon
the transfer of knowledge from researchers to policymakers. However,
it cannot be assumed that this process will occur automatically. The
gap between researchers and policymakers is described in a report by the
National Research Council (1975:155).

The lack of communication about ‘R&D (Research and Develop-

ment) is caused by differences in the cognitive worlds of

government officials and researchers as well as their time

priorities. The researcher isolates and exanines one small

.piece of reality while the official lives in a realm of buz-
“'zing confusion where variables scramble together and decisions

must be made in the face of uncertainty. Mutual education is

often necessary for government executive and researchers to

understand each other, but time for this interchange does not

seem to be available. The pressure of daily business weighs

upon officials, driving out long-range planning, problem anti-

cipation, and efforts to call R&D results for policy and

program decisions.

To bridge the gap between social scientist and policymakers, city
agencies like the Department of Mental Health need individuals to take on
the roles of pblicy liaison specialists (Dokecki, 1977). Whether as advo-
cates or mediator/broker, policy liaisnn specialists help translate
rescarch information into a form readily useable by policymakers.

The role of policy liaison specialists is particularly important where
we arc concerned with the implementation of policies fQr Puerto Rican
comnunities based on social and cultural supports foreign to the traditional
mcdical model. This role might be incorporated as part of the cultural
SN lelst s work in Communlty support systems pTOJCCtS

A critical dimension. of the implementation process involves the

development of program evaluation criteria acceptable to. Puerto Rican
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clients, local residents and the mental health bureaucracies at federal,
state and city levels. With a broker or liaison specialist whose role is
to -adjust expectations, demands and evaluatioh criteria, there arc more
oppoytunities for the successful devcﬁlopmcnt‘of a social supports program
for chronically mentally i1l Puerto Ricans in New York City.

The new role of casc managers adopted by the community supports systems
projects in New York City and the President's new Mental Health Systems Act,
if not coopted by the managerial-fiscal groups, can play an 1mportant part’
in linking culturally significant social supports to the array of-profes-
sional social services.' Garrison's Inner-City Support Systems Projeét “,rﬁ

~argued the need to institutionalize the culture specialist as a qeparate
staff position (Podell & Campos, 1979) with its own state c1v11 budget 11£é.
However, it is unlikely that staff training programs, althpugh valuable in
—themselves, will be sufficient to establish the 1egitiﬁaéy of a cultural
liaison specialist role within the mental health field. Such programs face
strong professional resistance and bureaucratic'intransigencies.4 If the
community development and éthnic models gain greater acceptance among pro-
fessional mental health organizationé or these models are forced upon them
by graSS roots political action, then the efficacy of cultural liaison
spec1allsts will increase-dramatically. The liaison strategylremains a

promising new direction for policy formation and implementation very appli-

cable for meeting thc needs of the mentally i11 within a commmity settlng.
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CHAPTER VI1
CONCLUSION
For the past twenty-five years, the deinstitutionalization movement
has developed at a rapid pace. The promotion of social aod commnuni ty
supports for the mcntally i1l has met substantial resistance. The absence
of information concerning the cffectiveness of social supports for mentally
i1l individuals in Puerto Rican neighborhoods hinders efforts to document the
impact of this epproach. Moreover, the existing studics suggest that social
and community networks are not as casily manipulated as public policymakers
would like them to be. While the ohilosophy of the current deinstitutionali-
zation movement supports the funding of community-based services, some;federal\\
polities have forced states to focus on more conventional community-based
services (i.e., nursing homes ). Other federal guidelines, like the NIMH
Community Support Program, emphasize less conventional grass-roots local social
services for the chronically mentally ill. The federal goverﬁment has not
dcvelopod a comprchcns1ve policy with regard to social and community support
programs. " The federal, state and city programs ha»c moved in the direction of.
~ the managerial-fiscal model to the neglect of the Communlty development or eth-

nic models. The deinstitutionalization process shows that there are no simple

policies that can adequately deal with complex problems.

Via NIMH guidelines and: state deinstitutionalization policies, New York -

City's Department of Mental Health Mental Retardation and Alcoholism Services /
is. melcmentlng a Community Supports System Program I consider the ethn1c
and communlty dev(lnpmon1 nmodels as the pleferable optlons for the New York N

City program. These models focus on strengthenlng the prlmary group networks f

12¢
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(i.c., kin and non-kin attachments) of mentally ill persons, on improving
the services available from non-professional commumnity mental health workers
and folk healers, and on providing housing for individuals without other
ﬁltornativcs{for comnunity‘support.

The City Department of Mental Health is under pressurc from the State
to orient its Conmunity Support Systems Program along the lines of the fiscal-
managerial model. The State focuses on the City's need to build their Conmu-
nity Support Syvstems program on the basis of féderally reimbursable programs.
However, a reliance on federally reimbursable programs prevents the City from
meeting the most pressing nceds of Puerto Rican ncighborhoods for housing and
non-traditional méntal health services. The ethnic and community development
models are more supportive of values found within the Puerto Rican neighbor-
boods than the managerial-fiscal perspective of the State.

Public acceptance of Community Support Systems programs is problemétic.
The establishment of local services and commupigy_rg;j@gggggmfgfwfhg_mentally
i1l is as difficult in Puerto Rican neighborhoods as.it is in other areas of
the cify. Union labor, hospital corporations‘and centralized community men -
tal health centers have acted as politically conservative forces limiting the
1mplémentation of the cthnic and community development models . Representatives
of the Pucrto Rican communiiy are concerned that the Community‘Support S&stems
programs may unintentionally lead toan overemphasis on folk healers in their
neighborhoods and to the continuation of a two}class system of mental health
services. |

A policy liaison person who mediates between the community's views and
the perspectives of the gtate or city can- assist in the implementation of

social and community support programs in Puerto Rican noighborhoods; It is
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important that program cvaluation be meaningful for both the funding agencics
and their clients.. A program cvaluutioﬁ specialist could also play a signi-
ficant liaison role.

Finally, the managerial-fiscal model will loom even more forchodingly
over the City's Comnunity Support Systems programs as federal welfare pro-
grams are affected by growing government austerity. The actions taken in
Washington will demonstrate once more the increasing interdependence of con-

temporary organizational life.



119
BIBLIOGRAPHY

Aaron, Il. Politics and the professors--the great society in perspective.
Washington, D.C.: The Brookings Institution, 1978.

Abad, V., Ramos, J., § Boycc, E. A model for delivery of mental health
scrvices to Spanish-speaking minorities. American Journal of Ortho-
psychiatry, 1974, 44(7), 584-595.

Adams, B. Interaction theory and the social network. Sociometry, 1967,
30(64), 04-78.

Adams, B. Kinship in an urban.setting, Chicago: Markham Publishing Co.,
1968, .

Alers, J. 0. Puerto Ricans and health-findings from:New York City. Bronx,
N.Y.: Hispanic Research Center, Fordham University, 1978.

Alkine, A., Goldstein, M., Rodnick, E., § Judd, C. Social influence and
counter influence within the family of four types of disturbed adolescents.
Journa! of Abnormal Psychology, 1971, 77, 32-42. :

Allen, P. A consumer's view of California's mentai health carc system.
Psychiatric Quarterly, 1974, 48, 1-13.

Allison; G. Essence of decision, explaiﬁing the Cuban Missile crisis.
Boston: Little, Brown § Co., 1971. :

Allison, G. Implcmentation analysis: Thc missing chaﬁter in conventional
analysis- -a teaching exercisc. In R. Zéckhouser. (Ed.),Benefit-:
cost and policy analysis. Chicago: Aldine Publications, 1975.

Altshuler, A. The city planning process. Ithaca: Cornell University Press,
1965,

Alvarez, R., Hoyos, L., Dieppa, 1., Mejia, K., Mejia, R., Padilla, A., Torrez,
C., Trinidad, I., § Valdez, R. Latino community mental heulth. Los
Angeles: Spinish Speaking Mental Health Research and Development Program.
Monograph No. 1., 1974.

Amin, A. E. Culture and the post-hospital community adjustment of long-term
hospi talized Puerto Rican schizophrenic male patients in New York City.
Unpublished doctoral dissertation, Tcachers College, Columbia University,
New York, 1974. :

Andrade, S. J. Chicano mental health: The case of Cristal. Austin: Hogg
Foundation for Mental Health, 1978. -

AndreWs, L., & Levin, L. S, Self-care and the law. Social Policy, 1979, 9,
(4), 44-50. ‘




120

Anthony, W. A., Buell, G. J., Sharratt, S., § Althof{, M. E. Efficacy
of psychiatric rehabilitation. Psychological Bulletin, 1972, 78,
447-456 -

Arnhoff, F. Social consequences of policy toward mental illness. Science,
1975, 188, 1277-1281. '

Attewell, P., & Borstein, D. R, Government policy and local practice.
American Sociological Revicw, 1979, 44, 311 328.

Aviram, V., § Scgal, S."P. Exclusion of the mentally ill: Reflections on
and old problem in a new context.  Archives of General Psychiatry, 1973,
29, 120-131,

Bardach, E. The implementation pame. Cambridge, MA: MIT Press, 1977.

Barrera, M. Mexican-Anerican mental health service utilization: A critical
examination of some proposcd variables. Community Mental Health Journal,
1978, 14(1), 35-45.

Bassuk, E. L., § Gerson, S. Deinstitutionalization and mental health scrvices.
Scientific American, 1978, 238(2), 46-53.

Beard, J. Psychiatric rehabilitation at Fountain House. In J. Meislin (Ed.),
Rehabi litations medicine and psychiatry. Springfield, Il1: Charles C.
Thomas Company, 1976. :

Beck, D., & Jones, M. A. -Progress on family problems: A nationwide study
of clients' and counsclors' views of family agency services. New York:
Family Scrvice Association of Amcrica, 1973.

Becls, C. C. Social networks, the family ahd the schizophrenic patient.
Schizophrenia Bulletin, 1978, 4(4), 512-521.

Berger, P., § Newhous, R. J. To empower people: The role of mediating
structures in public policy. Washington, D.C.: American Enterprise
Institute for Policy Rescarch, 1977. .

Berman, P. The study .of macro- and micro-implementation. Public Pblicy
1978, 26, 157-184. '

‘Bloom, B. L. Communi ty mental health: A general introduction. Monterey,
_California: Brons/Cole,‘1977.

Bogart, R., & Hutchinson, E. R. .Public attitudes toward social problems:
The 1mpact of shared 11fe experiences in the community of residence.
Social Problems, 1978, 26(2), 97-113.




Boisscvain, J. F. Fricnds of [riends, New York: St. Martin's Press, 1974,

Roissevain, J., § Mitchell, C. (Fds.), Network analysis: Studics in human
interaction. The Iague: Mouton, 1973,

Borus, J. Tssues critical to the survival of comunity mental health. The
. American Journal of Psychiatry, 1978, 135(9), 1029-1035.

Borus, J. J., § Klerman, G. C. Consumer-professional collaboration for
evaluation in neighborhood mental health programs. lospital Community
Psychology, 1976, 27, 401-404.

Boston, W., § Sanborn, C. (Eds.), Assessment of the community mentil health
movement. Lexington, MA: Lexington Books, 1977.

Boswcll, D. Personal crisis and the mobilization of the social networks.,
In C. Mitchell (Ed.), Social nctworks in urban situations. Manchester:
* Manchester University Press, 1909,

Bott, E. Family and social network. London: Tavistock, 1957.

Bowen, W. T., § Fry, T. J. Group living in thc community for chronic
patients. Hospital Community Psychiatry, 1971, 22, 205-200,

Brandon, W. Politics, administration and conflict in neighborhood hecalth
centers. Journal of Health Pélitics, Policy § Law, 1977, 2(1), 79-100.

‘Brenner, M. H. Mental illness and the cconomy. Cambridge, Mass: lHarvard
University Press, 1973. )

Breton, R. Institutional completencss of cthnic communities and the personal
rclations of immigrants. American Journal of Sociology, 1964, 70, 193-
205. S

Brown, P. Political-economic and professionalistic barriers to community
control of mental health services: A commentary on Nassi., Journal of
Community Psychology, 1978, 6, 384-392.. '

Brown, B. S., § Goldstein, H. The lightning rod of human service delivery.
In H. Keith, H. Brodie, § J. P. Brady (Eds.), Controversy in psychiatry -
78. Springfield, I11: W. B. Saunders Co., 1978. .

Brown, G., Birley, J., § Wing, J. Influence of family life on the course of
schizophrenic disorders: A replication. British Journal of Psychiatry,
1972, 121, 241-258.

Bryant, C. A. The Puerto Rican mental health unit. Psychiatric Annals.
1975, 5, 333-338. ' '

131




122

~

Budson, R, Community residential care for the mentally i1l in Massachusetts:
Hallway houses and cooperative apartments. -in John Goldmeir ot ul., New
dircctions in mental health care:  Cooperative apartments. Adelphi, Mary-
Fand:™ NIMT, 1478 T

Budson, R, D., Grob, M. C., & Singer, J. L. A lollow-up study of Berkeley
llouse - a psychiatric halfway housce. International Journal of Social

Psychiatry, 1977, 23(2), 120-131,

Budson, R., & Jolley, Ro B, A crucial fuctor in commmity progrim suceess:
The extended psychosocial kinship system.  Schizophrenia Bulletin, 1978,
4(4), 609-621, '

Cameron, WJ. Tdeology and policy te.mination: Restructuring California's
mental health system, Public Policy, 1978, 20(4), 533-570.

Cameron, J. D.y § Tolavera, E.  An advocacy program for Spanish-speaking
people.  Social Cascework, 1970, 57, 427-431. '

Caplam, G, Support systems and community mental health. New York:
Behavioral Publications, 1974,

Caplan, G. § Killilea, M. (Ids.), Support systems and mutual help: Multi-
disciplinary explorations. New York: (Grune § Stratton, 1970,

Caplow, I'., Stryker, S., § Wallace, J. L. The urban ambiance. Ottawa:
The Bedminstcr Press, 16064,

Carlos, M. L. Fictive kinship and modernization in Mexico: A comparative
analysis. Anthropological Quarterly, 1973, 40(2), 75-92.

Carpenter, M. Residential placement for the chronic psychiatric patient:
A review and evaluation of ‘the literature. Schizophrenia Bulletin, 1978,
4(3), 384-398.

Carpenter, M., & Black, B. An cvaluation of the community resettlement of
severely chronic patients in supervised apartments: A preliminary report.
Mimco. Orangeburg, New Ycrh: Rockland Rescarch Institute, -1979.

Christmas, J. New trends in mental health under the Carter admihistrution,
Mimeo. New York City: Department of Mental llealth, 1977.

Christmas, .J. Preliminary conments on the driaft statewide [ive-yecar plans

for comprchensive scrvices for the mentally 111, mentally retarvded. and

* developmentally disabled and those suffering from alcoholism and alcohol
abuse.. New York City: Department of Mental lHealth, 1978.

Christmas, J. Remarks on community support systems. New York City: Depart--
ment of Mental Health, 1977, ,

| Y
o
')




123

Chu, F., & Trotter, S. The madness establishment:  Ralph Nader's study proup
report_on the National fstitute ol Mental Health,” New York: Urossman, 1971,

Clark, R. Psychoses, incqmo and occupational prestige.  American Journal of
Sociology, 1949, 54, 453-440.

;
Cleveland, 1., & Longaker, W, Neurotic patterns in the family. In E. lHandel
(1xl.), The psychosocial interior of the family. Chicago: Aldine, 1972,

Cohen, C. L., Sichel, W. R., & Berger, D, The use of a mid-Manhattan hotel
as o support system. Community Mental Health Journal, 1977, 13, 76-85.

Cohen, C., & Sokolovsky, J. Schizophrenia and social network:  Bx-patients
in the inner city. Schizophrenia Bulletin, 1978, A(4), 540-5060.

Cohen, R.  Principles of preventative mental health programs for cthnic minori-
ty populations: The acculturation of Puerto Ricans to the United States.
American Journal of Psychiatry, 1072, 128, 79-83.

Connery, R, The politics of mental health: Orpanizing community mental
health in mctropolitan arcas. New York: Columbia University Press, 1908.

Cooney, R., & Min, K. Variations in living arrangements among young currcent-
Iy unmarricd mothers: ~A comparison ol Pucrto Ricans, nonspanish blacks and
nonspanish whites., Mimeo. Department of Sociology, Fordham University,

T978.

Craven, S., § Wellman, B. ‘The network city. Sociological Inquiry, 1973,
13, 57-88.

Cummings, ', A review article--the reports of the JJoint Commission of Mental
I1lness and Healtlhi. §ociu1-Problcms, 1962, 9(4), 391-400,

Dailey, W., § Wellisch, D. Managing family conflicts of halfway housc resi-
dents. tospital and Commnity Psychiatry, 1974, 25, 583-584.

Derthick, M. New Towns In-Town. Washington, D.C.: Urban Institute, 197.2.

Dohrenwend, B. § Dohrenwend, B. Social status and psychological disorder:
A causal inquivy. New York: Wiley, 1969.

Dohrenwend, B. S. Social status and stressful life events. Journal of
Personality and Social Psychology, 1973, 28, 225-235.

Dohronwchd, B. P., & Dohrenwend B. S. The problem of validity in ficld
studics psychological disorders. Journal of Abnormal Psychology, 1965,
70, 52-60. \

Dohrenwend, B. P., & Dohrenwend B. S. Class and race as status related
sources of stress. In S. Levine, § N. A. Scotch (Eds.}, Social Stress.
Chicago: Aldine, 1973.

133



b

Dohvenwend, B, 11 Social status and psychological disorder: An issu ol
substance and an issue of method,  American Sociological Review, 1906,
3, 1131, o

okecki, D The Tinison perspective on the enlumeement of human deve lopment::
Theoretical, historical and experiential backgromnd, Journal of Commumity
Psychology, 1977, 5, 15-17, ‘

bokecki, P. Toward influencing those who make public policy for familics

and childreins A Tiaixon stritegy”. Paper Teal at the At Meetingof
the Anerican Psycholopical Assoctation, 1977,

bty Lo, 6 Leopotd, R Lo (lidsa), Mental heal thoand urhan social_policy.
San Francisco:  Jossey-Bass, 1908,

Dunham, (. W, Community and schizophrenia:  An epidemiological analysis,
Detroit:  Wayne Statd UMiversity Press, 1905,

mtton, D, Explaining the taw and use ol heialth services by the poor:
Costs, attitudes or delivery systoms? All_lgf[‘i_t::}_l_lS(\L',i(\l(lg"lc.'l'l Review,
[978, J3(7), 518-308.

Baston, K. Some psychodynamic considerations in the program deve lopment of
Rocum Hill: A pavehiatric halfway house.  Community Mental llealth
Journal, 1974, 10, 395-401.

Eisinger, P Ethnic-conflict, commmity-building , and the cmergence of
ethnic-poliTical traditions in _the United States. Institute for Re-
Seareh on Poverty Discussion Papers 281-75. University of Wisconsin
Madison, 1975. ‘

Elmore, R, Organizational models of social programs implementation, Public
Policy, 1978, 20(2), 185-228.

Fairweather, G. W., Sanders, D. H., Maynard, H., & Cl‘oss]er’,' D. .. Communit
life for the mentally ill: An alternative to institutional carc.” Chicago:
Aldine, 1909.

Fandetti, . Ethnicity and neighborhood services. In D. Thursz, & J. L.
Vigilante (Eds.), Reaching people--The structure of ncighborhood scrvices.
Beverly Hills, CA: Sage, 1978.

Faris, R., & Dunham, H. W, Mental disorders in urban arcas. New York:
Hafner, 1939.

Fischer, C., Jackson, R. M., Steuve, C. A., Gerson, K., Jones, L. M., §
Baldassarc, M. Networks and places. New York: Free Press, 1977.

Fitzpatrick, J. Pucrto Rican Americans: Thg meaning of migration to the
Mainland. Englewood Cliffs: Prentice Hall, 1971. -

Foley, H. Commmity mental health legislation. Lexington, Mass: D. C.
Heath, Lexington Books, 1975. B L
b
- 1,'/1. Lo I
LRI

) ;
v e




125

Folkson, J.  Minor skimnish in oo monuental strugglo:s TS analysis off
mental health services,  Policy Analysis, 1970, 001, 93-121.

Gansy 1L The Urban Villagers,  New York:s  Free Press, 10902,

Garrison, V.o Sectarianism and psychosocial adjustment: A controlled com-
parison of Pucrto Rican  Pentacostals and Catholics. In 1. 1. Zarcetsky
(1d. ), Religious movements in contemporary America. Princeton, Nol.:
Princeton University Pross, To74,

Garrison, V. The Puerto Rican syndvome in psychiatry and espiritismo.
In V. Crapazano & V. Garrison (Eds.), Case studies in spivit posses-

sion.  New York: John Wiley and Sons, 19770,

Garrison, V. boctor, espirvitista or psychiatrists?: leal th-seeking behavior
in a Puerto Ricin neighborhood of New York City. Medical Anthropology,
1977h, 1(2), 05-179.

Garrison, V.o Support systems ol schizophrenic and nonschizophrenic Puerto
Rican miprant women in New York City. Schizophrenia Bulletin, 1978,
A4, 501-590. ‘

Garrison, V. The imner-city support systems project: Adaptation of the
Miami _model of culturally-relevant mental health care. Paper rcad at
the anmual wmeeting ol the Society (or Applied Anthropology, Philadel-
phia, P\, 1979a, : ,

Garrison, V. The inner-city support systems project (ICSS): An experiment
in medical anthropology and” community psychiatry. Newark, NJ: College
of Medicine and Lintistry of New Jerscy, New Jersey Medical School, 1979b.

Gartner, A., & Riessman, F. Sclf-help in the human services. San Francisco:
Josscy-Bass Publishers, 1977, '

Gejsmar, L. L., & Gerhart, C. Social class, cthnicity and=family functioning:
Exploring some issucs raiscd by the Moynihan report. Joumal of Marriape
and the Family, 1968, '30(3), 480-487.

General Accounting Office. The community mental health centers program--
inprovements necded in management. Washington, .D.C., 1971y

General Accounting Office. Need for more cffective management/of community
mental health centers. Washington, D.C., 1974,

Ceneral Accounting Office. Returning the mentally disabled to the community:
Govermment needs to do more., Washington, D.C.; 1977,

Glazer, N. The limits of social policy. Commentary, 1971, 52(3),51-58.

Goldmeier, J., Mannino, F. V., § Shorc, M. F. (Eds.), New directions in men-
tal hcalth carc: Cooperative apartments. Adelphi, MD: NIM{, 1978,




.0

Cooding 1, 4 Waldner, 1o Thinking hig, thinkiy sl and not thinking @
alle Pablie Paliey, 1979, 2701), 1=,

Goodwing Lo Cim social seience help resolve national problems? New York:

Free Press, 1075, 7

Granovetter, Mo CIhe steenpth of weak ties, American Jowrnal of Sociolopy,
1975, 78, 1300+ 1380,

Group tor the Advancement of Paychiatey, The chronic mental patient in the

,,,,,,,,,,,, - -

commnity.  New York:  Group tor the Advineement” of Prychiatry, 1978,
Gueman, o The boro pree derby Village Voice, Dee, 4y 1978,

Coasman, o "Yaraba': Deprogramming, detox, Villape Voice, Doe, 18] 1078,
Hamoer, Mo Makieshy, 5., & Gatwivth, Lo Social netwerks and schicophrenid,
Schizophrenia Bulletin, 1978, ¢4y, 522-5.15.

Hantey, 1L Homesteading, urban style, vields oak floors amd moie,  New York
Times, Decy A, 1979,

Harwood, N Bt Spiritistas needed.  New Yark: Jobn Wiley i Sons, 1977,

survevs to tocal poveriments,  Washinpton The Urbian Tostitue, 1975,

Hatey, 1o, 4 Webb, Koo Obtaining citizen feedback: The application of citizen

Haveman, R, & Weisbrod, B, Delining benelits of public programs:  Sote
guidince for policy analysts,  Policy Amalysis, FO75, 1), 1a9-]490.

Herbert, W, The deinstitutionalization business:  Frontiers and back alleys,
APA Monitor, sSept./Oct., 1978, 99 & 10,

lerz, Mo I., Endicott, JJ., Spitzer, Roo Lo, & Mesnikoff, AL Day versos in-
patient hospitalization: A controlled study. American Jowrnal ol Psychi-

atry, 19701, 127, 1371-1382. T e

Herz, M. 1., Indicott, J., & Spitzer, R. L. Brict hospitalization: o two-
year follow-up.  American Jowrnal of Psychiatry, 1977, 151, 502-507.

Hispanic Research Center. IHispanic Population, Pescuarcn Bulletin, lispanic
Rescarch Center, Fordinamn University, Bronx, 1978, T}, 1=

Hobbhs, N. llelping disturbed children and their fumilics: Project Re-El,
20 years later. Nashville, Tennessee:  Vanderbilt University for Public
PoTicy Studies, 1979.

Holahan, .J.  Financing health care for the poor: ‘The Medicaid experience.
Washington, D.C.: The Urban Institute, 1975,

flollingshead, A., § Redlich, F. Social class and mental illness. New York:
John Wiley & Sons, 1958.

ERIC

Aruitoxt provided by Eic:



127

Holtzhan, W. Delivery of mental health services: Social, cultural and
family factors. Austin, IX: Hogg Foundation for Mental Health, 1974.

Horowitz, A. Family kin and friend networks in psychiatric helpsecking.
Social Science and Medicine, 1978, 12, 297-304. '

Jaco, E. G. The Social epidemiology of mental disorders: A psychiatric
survey of Texas. New York: Russell Sage Foundation, 1960. :

Jacobs, J. The death and life of great American cities. - New York: Random
{buse, 1961. : ,

Janowitz, M. The community press “in an urban setting. Glencoe, 111:
Free Press, 1952.

Kadushin, C. The friends and supporters of psychotherapy. -American Socio-
logical Review, 1966, 31, 786-802. | ,

Kain, J. Failure in diagnosis: A cfifiqﬁe of Carter's national Qrban policy.
Policy Note. Department of City and Regional Planning, Harvard University,
Combridge, MA, 1978, 7§(2).

Kamerman, S., & Kahn, A. Family policy: Government and families in fourteen
countries. ' New York: Columbia University Press, 1978.

Kapferer, B. Norms and the manipulation of relationships in a work. context.
In J. A. Mitchell,. (Ed.), Social networks in wurban situations. Manchester:
Manchester University Press for Institute of Social Research, Zambia, 1969.

Karno, M. The enigma of ethnicity in a psychiatric clinic. Archives of
General Psychiatry, 1966, 1&,_516¥520. :

L

Karno, M., § Morales, A. A, A commmnity mental health service for Mexican
Americans in a Matropolis. Comprehensive Psychiatry, 1971, 12, 115-121.

Katz, A. H., & Gender, E. I. (Eds.), The strengfh in us: Self-help groups
in the-modern world. New York:  New View-Points, 1976.

Kaufman, H. “The limits of organizational change. Tuscaloosa, -AL: University
of Alabama Press, 1971,

Keller, S. The urban neighborhood. New York: Random House, 1968.

Keniston, K. All our children. New York: Harcourt Brace Jovanovich, 1977.

Kirk, S. A.; & Therrien, M. ‘Coanmity mental health myths and the fate of
former hospitalized patients. Pyschiatry, 1975, 38, 209-217.

Klerman, G. Better but not well: Social and ethical issues in the deinsti-
tutionalization of the mentally ill. Schizophrenia Bulletin, 1977, 3(4),
617-631. ' .

137



‘128 ' ‘ ,
. . . .'/,H‘ .

Klérman, G. Remarks at the national conference on patient reentfy into
the community. National Association of Private Psy Ehlatr1c Hospitals,
Washington, D.C., June 7-8, 1979. -

Klerman, G. C., § Borus, J. F. Research and evaluatlon in neighborhood health.
In L. B. Macht, D. J. Scherl, § S. Sharfstein (Eds.), Neighborhood Psychia-
try. Lex1ngton -MA: D. C. Heath & Co., 1977. :

Kohen, W., § Panl, G. L. Current trends and recommended changes in extended-'
care placement of mental patients: The Illinois system as a case in point.
Schizophrenia Bulletin, 1976, 2, 575-594.

Komarovsky, M. The unemployed man and his family. New York: . Dryden, 1940.

Koss, J. Social process, vhealing, and self-defeat among Puerto Ric
spiritists. - American Ethnologist, 1977 4, 453-469. Tn

Krause, E. Power and illness: The political soc1ology of health dntlmedlcal
care. New York: Elsevier Press, 1978.

Lalonde, M. New perspectives on the health of Canadians, 1974.

Langner, F., § Michael, S. Life stress and mental health: The midtown
Manhattan study. London: Tyree Press of Glencoe, 1963.

Langsley, D. G., § Kaplan, D. M. The treatment of families in crisis. New
York: Grune and Stratton, Inc., 1968. '

Laumarm, E. The bonds ofgpluralism. New York: Wiley, 1973.

Lebowitz, B.AD., Fried, J., § Madaris, C. Sources of assistance in'an urban
ethnic community. Human Organization, 1973, 32, 267-271. A -

Lehman, E., § Lehman, E. Psychiatrists and community mental health: “Normative
versus utilitarian incentive. Journal of Health and Social Behavior, 1976,
17, 365-375. B ' :

Léhmann, S. Selected self-help: A study of clients of a community social
psychiatry service. Amcrican Journal of Psychiatry, 1979, 126, 1444-1454.

Leutz, W. N. The informal community caregivers: A link between the ‘health care
svstem and local residents. American Journal of Orthopsychiatry, 1976,46(4),
678-688. - -

Levy, C. H. Self-help groups: Types and processes. Journal of Applied
Bchavioral Science, 1976, 12, 310-322. :

Levy, L. Self-help groups viewed by mental health professionals: A summary and
comients. American Journal of Community qucholggy 1978, 6(4), 305-313.

Levy, L., & Rowitz, L. The ecology of mental disorder. New York: Behavioral
Publications, 1973.

Liebow, E. Tally's corner. Boston: Little, Brown, 1967.

135

z
)
i
Ty



129

Liem, R., § Liem, J. Social class and mental illness reconsidered: The role
of economic stress and social support. Journal of Health and Social
Behavior, 1978, 19, 139-156.

Litwak . E. Agency and family linkages in providing neighborhood services. -
In Daniel Thursz and Joseph L. Vigilante (Eds.), Reaching People--The
Structure of Neighborhood Services. Beverly Hills, Calif.: Sage, 1978.

. Litwak, E., § Szelenyi, I. Primary group structures and their functions.

American Sociological Review, 1969, 35, 465-481.

Loricn, R. P. Patient and therapist variables in the treatment of low-income
- patients. Psychological -Bulletin, 1974, 81, 344-354.

Lubchansky, I. E., & Stokes, J. Puerto Rican spifitualists view mental ill-
" ness: The faith healer as a paraprofessional. American Journal of
Psychiatry, 1970, 127, 312-321. : :

<

Lynn, L., & Seidl, J. M. Special issuc of the HEW mega-proposal.j Policy
Analysis, 1975, 1(2), 232-273. _ : .

MacRae, D., Jr. The social function of social science. New Haven: Yale
University Press, 1976. '

Macias, R. F. U.S. Hispanics in 2000 AJD.--brojecting the number. ‘Agenda,
1977, 7(3), 16-20. -

Madsen, W. ' Value conflict and folk ﬁsychiatry in South Texas. In-A. Kiev
(Ed.), Magic, faith and healing. New York: Free Press, 1904.

ﬁhldonado-Sierra, E. D., & Trent, R..D. The sibling relationship invgroup
* psvchotherapy with Puerto Rican schizophrenics. American Journal of
Psvchiatry, 1960, 117, 239-244. S

Matthiasson, C.. Coping in a new environment : Mexican Americans in Milwaukee,
Wisconsin, Urban Anthropology, 1974, 3(2), 262-277. :

scKinlay, J. Social networks, lay consultation, and help seeking behavior.
Social Forces, 1973, 52, 275-292.

Mechanic, D. Alternatives to mental hospital treatment: A sociological per-
spective. In L. I. Stein, § M. A. Test (Eds.), Alternative to mental
hospital treatment. New York: Plenum Press, 1978.

Mechanic, D. Social class and schizophrenia: Some requirements for a

plausible theory of social influence. Social Forces, 1972, 305-309.

Meltsner, A. Policy analysts in the bureaucracy. Berkeley: University of
California Press, 1976.

Meltzoff, J. D., § Blementhai, R. The day treatment center. Springfield,
I11.: Charles Thomas Publishers, 1966. B

. 135



130

Michaux, M. U., Chelst, M. R., Foster, F: A., § Pruin, R. J. Day and full-
time psychiatric treatment: A icontrolled comparison. Cup{ent Thcrapy, '
Rescarch, 1972, 14, 279-292. | |

' | f

Mintz, S. Canamelar: The <ubcu1tu1e of workers on a oovernment owned sugar
plantation. In J. H. Stewalt(Ed ), The people of Puetto Rico: A study
in social anthropology. Urbana: Unlver51ty of Tllinois Press, 1955. |

7/

. L "y .
Mishler, E., § Waxler, N. Famllyflnteractlon patterns and schizophrenia: A
review of current theories. ‘\Mrrill Palmer Quarterly, 1965, 11, 269-315.

- !

Mizio, E. Impact of external <y5tem< on the PUelto Rican family. Sociai
Casework, 1964, 55(2), 70- 83 ‘ . ]
. f' ) ’ !
Mizio, E. Puerto Rican task force report. Ethnicity Project. Family Serui-
ces Association of America. New York City, 1978.° [
Monthly Labor Review. Analyzing Puerto Rican migration: Ploblema w1th‘the
' data model. - Monthly Labor Review, 1977, 100(6), 29-34. r

Monthly Labor Review. Demographic charactcr1<t1L< of pelcons of Spanlch
origin. Monthly Labor Re\lcw, 1977 100(11), J

Montiel, M. (Ed.), Hispanic famlllcs Critical issues for policy and pro#
grams in human services. Washington, D.C.: National Coalition of
Hispanic Mental Health and Human Services Organi:zations, 1978.

Morgan, D.. Explaining mental illness. Archives Europeennes de Sociologie,
1975, 16, 262-280,

Murillo-Rohde, I..S. Familf life among mainland Puerto Ricans in New York
city slums. Perspectives in Psychiatric Care, 1976, 14, 174-179.

Musto, D. Whatever “happened to community mental health? Public Interest,
1975, 59, 53-79. -

MWers, J., § Bean, L. A decade later: A follow-up of social class and
mental illness. New York: John Wiley, 1968.

Mvers, J., Lindenthal, J., § Pepper, M. Life cvents, social'integfation,
and psychiatric symptomology. Journal of Health and Social Behavior,
1975, 16, 121-127, .

‘Myers, J., Lindenthal,_J;, & Pepper, M. Social class, life events, and
psvchiatric symptoms: A longitudinal study. In D. S. Dohrenwend &
B. P. Dohrenwend (Eds.), Stressful life events: Thelr nature and: effects,
1974, :

Naparstek, A. Neighborhood and family services project--two year report.
Mimeo, 1978. -

Naparstek, A., § Haskell, C. O. Urban policies and neighborhood services.
In D. Thursz, § J. L. Vigilante (Eds.), Reaching people--the structurc of

- Ly




13)

. neighborhood services. Beverly Hills, CA: Sage, 1978.

Nassi, A. Community control or control of the. comunity? The case of the
commmnity mental health center. Journal of Community Psychology, 1978,
6, 3-15. ; :

National Association of Social Workers. ‘Encyclopedia of Social Work (Vols.
1§ II). Washington, D.C.: National Association of Social Workers, 1977.

National Research Council. Knowledge and policy in manpower. A study of
the manpower research and development program in the Department of Labor.
Washington, D.C.: National Academy of Sciences; 1975.

Nelson, R. The moon and the ghetto. "New York: W. W. Norton § Company, 1978.°

Newbrough, J. R. Liaison services.in the community context. Journal of
Community Psychology, 1977, 5, 24-27. : '

Newbrough, J. R. Policy values in Eommunity mental health program planning.
Journal of Community Psychology, 1978, 6, 48-50. A .

New York City Departmeht of Mental Health and Mental Retardation.Services.
Report.of the New York City task force on community residences. New
York: Department of Mental Health and Mental Retardation Services, 1976.

New York City Department of Mental Health, Mental Retardation and Alcoholism
Services. Community Support Systems Stage I, 1978a. _

New York City Department of béptal Health, Mental Retardation and Alcoholisn
Services. Community Support, System Stage T%, 1978b. :

New York City Department of Msnéil Health, Mental Retardation and Alcoholism
Services. Revising a sense of community--a report of the citywide urban
crisis committee. New York: Advisory Board to the Department of Mental
flealth, Mental Retardation and Alcoholism Services. 1978c.

New York City Department of Mental Health, Mental Retardation and Alcoholism
Services. Deinstitutionalization and the comnunity: Final.report of the
interagency task force on problems of deinstitutionalization and the

~ chronically mentally ill, 1978d.

New York City Department of Mental Health, Mental Retardation and Alcoholism
Services. New York City Federation for Mental Health, Mental Retardation
and Alcoholism Services Guidelines for Organization and Functions, 1979a.

New York City Department of Mental Health, Mental Retardation, and Alcoholism
Services. Lincoln CMHC - CSS, 1375b. ‘ :

New York City Housing Authority. 1978-79 Guide to Section 8 Housing Assis-
tance Programs, 1979. '

C 14



132

PN
<0

New Yurk State DepartmeﬁfLof Mental Hygienc. Report of the task force: The
development of community residential and rehabilitative programs. New -
York: New York State Department of Mental Hygiene, 1975. :

" New York State DepartmeQ/ of Mental Hygiene, Division of Mental Health.
Appropriate community placement and support, phase one: Five year mental
health plan. New iéfﬁ' New York State Department of Mental Hygiene, 1978.

‘New /York Times. Souﬁ% Bronx debate: - Dig it now or plan'it later. Feb. 25,
' 1979: E7. {
i : . . . :
Okun, A. Equality ; and efficiency: The big tradeoff. Washington, D.C.:
Brook1ngs Instﬂfutlon 1975 : L

Olmedo, E. L., § Lopez S. (Eds ), Hispanic mental health professionals
(anograph No. /5). University of California, Los Angeles, Spanish Speaking
Mental Health Research Center, 1977.

Padllla A., & Ruaz R."A. Latino mental health: A review of literature.
EHEW Publlcatyons No. (HSM) 73-9143. U. S. Government Printing Office,
Washington, D’C . 1973, R )

‘Padilla, A. M. /Ru1z, R. A., § Alvarez, A.- Community mental hcalth services
for the Spanlsh xpeaklng/gurnamed populatlon American PSYChOlogIST 30.
892-905. 1In R. Alvarez (Ed.), Delivery of services for latino community
mental health. Los Angeles, California: Spanish Speaking Mental Health
Researcly Center, 1975. : ' / '

-

Padilla,/A. M., § Rodilla, E. R. (Eds.), Improving mental health and human
seryices for Hispanic communities:  Selected presentation from regional
coffferences. Washington, D.C.: National Coalition of Hispanic Mental
tiealth and Human Scrvicc< Organizations, (COSSMIO), 1977. ;

anzetta, A. F. The concept of community: The short circuit of ‘the mental
thlth movement. Archives of General Psychiatry, 1971, 25, 291-297.

Passamanlqk,'B>, Scarpitti, R., § Dinitz, S. Schizophrenics infthe community.
New York: Appleton-Century-Crofts, 1967.. ‘

Pattison, E. M., DeFrancisco, D., Wood, P., Frazier, H., § Crowder, J. A.
A psychosocial kinship model for family therapy. American Journal of
Psychiatry, 1975, 132(12), 1246-1251. »

Pearlin, L., & Carmi, S. The structure of coplng Journal of Health and
Social Behavior, 1978 19, 2-21.

Phillipus, M. J. Successful and unsuccessful approaches to mental health
services for an urban Hispano-American population. Journal of Public
Health, 1971, 61, 820-830.

1_42



Piven, F. F.  The urban crisis: Who got what and why. In R. E. Aléaly, &
'D. Mermelstein (Eds.), The fiscal crisis of American cities. New York:
Vintage Books, 1978. ‘

Podell, J., § Campos, D. The role of the culture specialist in crisis inter-
vention. Inner-city support system project (Paper No. 7), College of '
Medicine and Dentistry of New Jersey, New Jersey Medical School, Newark,
New Jersey, 1979. ' - T -

Polak, P. R. A comprehensive system of alternatives to psychiatric hospitali- -
zation. In L. I. Stein, § M. A. Test (Eds.), Alternatives to mental hospital

treatment. New York: Plenum Press, 1978. -

Polak, P., § Kifby, M. A model to replace psychiatric hospitals. “Journal of
Nervous and Mental Diseases, 1976, 162, 13-22.

Powell, T. The use of self-help'grbdps as supportivé reference communities
American Journal of Orthopsychiatry, 1975, 45, 756-764.

President's Commission on Mental Health. Report of the task panel on éommunitx
support systems, Washington, D.C., 1978a. ,

President's Commission on Mental Health. Report from the special populations
sub-task panel on mental health of Hispanic Americans, Washington, D.C.,1978b.

President'

Commission.on Mental Health. Task panel reports, WasHingtdn; D. C.,
1978¢, '

{to n
.

Pressman, J., & Wildavsky, A. Implementation. Berkeley: University of
California Press, 1974.

Prindle, J. Saving the south Bronx from the pdor. Village Voice, 1978.

Pputter, Z. Group apartménf living program in the Bronx psychiatric center.
In Goldmeier, J., Manning, F. V., & Shore, M. F. (Eds.), New directions
in mental health care: Cooperative apartments. Adelphi, MD: NIMH, 1978.

Rabkin, J., & Struening, E. L. Ethnicity, social class_and mental illness.

Working Papers Serics--Institute on Pluralism and Group ldentity, New York
City, 1976.

Reich, R., & Siegal, L. Psychiatry under siege: The Chronically mentally
ill shuffle to oblivion. Psychiatric Annals, 1973, 3(11), 35-55.

Reichenbach, L. Community mental health centers. Nashville, TN: Vanderbilt
University, 1979. (Mimeo)

Reissman, E., Cohen, J., & Pearl, A. (Edé.), Mental health of the poor. New
York: Free Press of Glencoe, 1964.

Rendon, M. Transcultural -aspects of Puerto Rican mental illness in New York.-
International Journal of Social Psychiatry, 1974, 20, 18-25.

145



134

Rhodes, W., & Tracy, M. (Eds.) ‘A study of child variance. Ann Arbor, -
Michigan: University of Michigan Press, 1974, Z. :

Richmond, C. Expanding the concepts of the halfway house: A satellite -
housing program. International Journal of Psychiatry, ]969 70, 16,
960-102.

Rittenhouse, J. D. Wi thout hospitalization: An experimental study of psy-
chiatri¢ care in the home. Denver, CO: = Swallow Press, 1970.

Rog, D. .J., § Rauch, L. The psychiatric halfway house: How is it
measuring up? Communlty Mental flealth Journal, 1975, 11, 155-162.

. Rogler, C. C. Comercio: A study of a Puerto Rican town. Lawrcnce, KS: The
University of Kansas, -Department of Journalism Press, 1940.

Rogler, L., & Hollingshead, A. B. The Puerto Rican spiritualist as a psychi-
atrist. American Journal of Sociology, 1961, 87, 17-21.

Rpglox L. H. Help patterns, the family and mental health: Puerto Ricans in
the Unltcd States.  International Migration Review, 1978, 2(2), 248-259.

Rogler, L. H. Migrant in the city. New York: Basic Books, Inc.., 1972.

Rogler, L. H. Slum neighborhoods in Latin America. Journal of Inter-American
Studies, 1967, 9(4), 507-528.

Rogler, L. The Lhanglng role of a political boqq in a Pucerto Rican migrant
communlty Amcrlcan Sociological Review, 1974, 39, 56-67.

Rogler, L. 1., § Hollingshecad, A. B. Trapped: Familics and schizophrenia.
New York: .John Wiley and Sons, 1965.

Rollewagén. J. The city as context: The Pucrto Ricans of Rochester, New York.
Urban Anthropology, 1975, 4(1), 53-59.

Roman, P., & Trice, H. M. (Eds.), Sociological perspectives on community
mental health. Philadelphia: J. A. Davis Company, 1974.

Rosen, II., Metsch, J. M., § Levey. S. (Eds.), The consumer and the hcalth
carc system: Social and managerial perspectives. New York: Spectrum.
1977. : L

Rosenberg, T. H., § Lake, R. W. Toward a reviscd model of residential
scgregation and succession: Pucrto Rican in New York American Journal
of Sociology, 1975, 18, 1142-1150.

Ruiz, L., § Laugrod, J. The role of folk healers in community mcnta] health
services.  Community Mental Health Journal, 1976, 12, 392-398.

Ruiz, P. Folk healers as associate therapists. “In J. H. Masserman (Ed.),
Current psychiatric therapies. New York: Grune and Stratton, Inc.

S EwE



W

Ruiz, P. “Psychiatrists and spiritual healers: Partners in community mental
health.\ Paper presented at Ninth International Congress of Anthropological
andvEthnological Sciences, Chicago, IL, 1973.

Ruiz, P., § Behrens, M. Commumity control in mental health: How far can we
go?" Psychiatric Quarterly, 1973, 47, 317-324. '

Ruiz P., § Griffith, E. H. Hex and possession: Two problematié areas in
the psychiatrists approach to religion. Mimeo

_\Rumer, R. Commumity mental hedlth centers: Politics and therapy. Journal

of Health Politics, Policy and Law, 1978, 2(4), 531-560.

Rushing, W., & Ortega, S. Socioeconomic status and mental disorders: New .

evidence and a sociomedical formulation. American Journal of Sociology,
11979, 84(5), 1175-1201.

Rutman, I. D. Préventing chronicity: A study of three alternatives. Phila-
delphia, PA: Horizon House, 1971.

Schwartz, M.,'G'Schwartz, C. (Eds.), Social approaches to mental patient care.
New York: Columbia University Press, 1964.

:Segal, S., § Uri, A. The mentally ill in community based sheltered care.

New York: John Wiley and Sons, 1978. :

Sharfsfein, S., § Clark, II. W. Economics and the chronic mental patient.
Schizophrenia Rulletin. NIMI: Washington, D.C., 1978, 3(3), 399-415.

‘Shaffstein, S., § Nafziger, J. Community‘tare: Costs and benefits for a

chronic patient. Hospital and Community Psychiatry, 1976, 27(3), 170-193.

Siegal, H. Outposts of the forgotten--socially terminal people in slum
hotels and single room occupancy tenements. New Brunswick, NJ: Trans-
action Books, 1978. »

Siegal, K., & Doty, P. Advocacy research versus management review: A

comparative analysis. Policy Analysis, 1979, 5(1), 37-67.

Silverman, P. Mutual help groups: A-guide for mental health workers.
NIMH, Rockville, MD, 1978.

Simmel, G. The web of group affiliations. New York: Free Press, 1955.

Skovholt, T. M. The client as helper: A means to promote psychological
growth. Counseling Psychologist, 1974, 4, 58-64. . s

Sloan, F. Planning public expenditures on mental health service delivery.
New York: New York City Rand Institute RM-6339-NYC, Feb., 1971.

Smith, C., § Freedman, A. Voluntary associations. Cambridge, MA: Harvard
University Press, 1972. : o '

1<1£5



133\

\

Smith, M. B., § Hobbs, N. The community and the community mental healti center.
Washington, D.C.: American Psychological Association, 1966, 21, 499-509.

Snyder, P. Neighborhood gatekeepers in the\process of urban adéptation:
Cross-cthnic commonalities. Urban Anthropology, 1976, 5(1), 35-52.

Srole; C., Langner, T., & Michael, S. hbntal\hQalth in the metropolis: The
midtown Manhattan study. New York: McGraw-Hill, 1962, 1.

Stack, C. All Our Kin. New York: Harper and Row) 1974.

Steiﬁ, L. I., § Test, M. A. An alternative to mehta hospital treatment. 7
" New York: Plenum Press, 1978. : ‘

Stein, L., Test, M. A., § Marx, A. J. Alternative to the hospital--a con-
trolled study. American Journal of Psychiatry, 1975, 132, 517-522.

Steward, J. I, Mamners, R. A., Wolf, E. R., Seda Padilla, E., Mintz, S.,
§ Scheele, R. L. The people of Puerto Rico. . Urbana: University of
I1linois Press, 1956. . - , ' '

Suttles, G. The social construction of communitics. Chicago: University
of Chicago, 1972. :

.Taub, R. P., Surgeon, G. P., Lindholm, S., tti,'P. B., § Bridges, A. Urban
voluntary organizations, locality based and externally induced. American
Journal of Sociology, 1977, 83, 425-44%.

Test, M., § Stein, L. Community treatment of the chronic patient: Research
' overview. Schizophrenia Bullctin, 1978, 4(3), 350-364.

Test, M., & Stein,’ L. Pratical guidelines in the community treatment of mark-
edly impaired patients. Community Mental Health Journal, 1976, 12(1), 72-82.

Thomas, C., § Garrison, V. A general systems view of community mental health.
In L. Bellak, § H. Barten (Eds.), Progress in community mental health, 3,
1975. - _

'Thursz, D., Vigilante, J. L. Neighborhoods: A worldwide phenomenon. In D.
Thursz, § J. L. Vigilante (Eds.), Reaching people--the structurc of neigh-
borhood services. Beverly Hills, CA: Sage, 1978. '

Tolsdorf, C. Social networks, suppoft and coping: An exploratory study.
Family Process, 1976, 15, 407-417.

Tracy, G. L., § Gussow, F. Self-help health grbups: A grass-roots response to
a need for services. Journal of Applied Behavioral Science, 1976, 12, 388-.
396.

Trute, B., & Segal, S. Census tract predictors-and the social integrationv
of sheltered care residents. Social Psychiatry, 1976, 11, 153-161.

146



137

Tumin, M. M., § leldman, A. S. Social class and social change in Puerto
Rico. Princeton: Princeton University Press, 1961.

approach to a neecded social reform. Schizophrenia Bulletin, 1978, 4(3),
319-344. -

Turner, J., & Tanoor,'r. J. The NIM{ community support program: Pilot

. f : v
United States Bureau-of Census. Current population reports. Persons of
Spanish origin in the ‘United States. Washington, D.C.: U. S..
Government Printing Office, 1976.

‘United States Commissionfbn Civil Rights. Social indicators of equality for
minorities and women. United States Commission on Civil Rights, Washing-
ton, D.C., 1978. : ,

United States Senate, Special Committee on Aging, Subcommittee on Long Term
Care. Supporting Paper No. 7: The role of nursing homes in caring for
discharced mental patients (and the birth of a for-profit boarding home
industry). Weshington, DC. Superintendent of Documents, U. S. Govern-
ment Printing Office, 1976.

Warren, D., § Clifford, D. Help sccking behavior and the neighborhoods con-
text: Some preliminary findings on a study of helping networks in the
urban community. Institute of Labor and Industrial Relations. Ann Arbor,
MI, 1975. (Manuscript)

Warren, R. B., § Warren, D. I. The neighborhood organizer's handbook. Notre
Dame, IN: University of Notre Damec Press, 1977. *

Weidman, H. Concepts as strategics for change. Psychiatric Annals, 1975, 5
(8), 17-19. ~

Weidman, H., § Egeland, J. A bchavioral science perspective in the compara-
tive approach to the delivery of health care, Social Science and Medicine,
1973, 7, 845-860.

Weinman, B., & Kleiner, R. J. The impact of community living and community
member intervention on the adjustment of the chronic psychotic patient.
In L. 1. Stein, § M. A. Test (Eds.), Altcrnatives to menta! hospital
treatment. New York: Plenum Press, 1978.

Weisbrod, B., Test, M. § Stein;iL. An alternative to the mental hospital--

benefits and costs. Unpublished paper presented at the annual meetings
of the Amcrican Psychiatric Association. Miami, FL, 1976.

Wellman, B. The conmunity question: The intimate networks of East Yorkers.
Anerican Journal of Seciolegy, 1979, 84(5), 1201-1232.

Wellman, B. Urlan connections. Rescarch Paper No. 84: Center for Urban
and Community Studics, University of Torento, 1976.

'ildavsky, A. The political cconomy of efficiency. Public Administration
.Review, Dec., 19v6. ' '
i

| 147



138

v

Wilder, J. F., Kessel, M., & Céulfield, S. C. Follow-up of a high expecta-
tion halfway house. American Journal of Psychiatry, 1968, 124, 103-109.

Wilder, J. F., Levin, G., § Zwerling, J. A two year follow-up evaluation of
acute psychotic patients treated in a day hospital. American Journal of
Psychiatry, 1966, 122, 1095-1101. )

Williams, J."S. Liaison functions as reflected in a case study. Journal
of Community Psychology, 1977, 5, 18-23.

Wirth, L. Urbanism as a way of life. American Journal of Sociology, 1938,
44, 1-24, . -

Wolf, E. San Jose: Subcultures of a traditional coffee municipality. In J.
il. Steward, R. A. Manners, E. R. Wolf, E. Seda Padilla, S. Mintz, & R. L.
Scheele (Eds.), The people of Puerto Rico. Urbana: University of
Illinois Press, 1965.

Young, M., § Willmott, P. Family and kinship in East London. London:
Rout ledge and Kegan Paul, 1957. . '

Zeckhauser, R, Mental health project final report, NIMi # ADM 42-74-57.
1975, Washington, D.C.: NIM.

Fe )

148



